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Carcinoma of the Breast — A Surgeon’s Viewpoint 


E. PAYNE PALMER, M.D. 
Phoeniz, Arizona 


ARCINOMA constitutes 97% of all malignancies 

of the breast. Two varieties predominate: 
scirrhous and medullary. These may be primary, 
or they may develop from degenerative changes in 
other breast lesions. Congenital abnormalities of 
the breast are not uncommon, and carcinoma is 
liable to occur in such conditions. Ductal carci- 
noma is presumable secondary to a benign papil- 
loma. Residual lactation mastitis scars are pre- 
cancerous conditions, and Paget’s disease of the 
nipple will result in carcinoma of the breast unless 
cured. The latter cases are frequently associated 
with the ductal type of adenocarcinoma in the un- 
derlying mammary structure; they are of the 
squamous cell or epidermoid type. Bilateral in- 
volvement of the breast may be simultaneous, or 
at intervals two carcinomas of completely separate 
origin may occur. Multiple primary lesions may 
occur in one or both breasts. Carcinoma of the 
male breast is not an uncommon condition; it 
should be thought of whenever a tumor is seen in 
a male breast. 

Carcinoma of the breast may occur at any age; 
many authors have reported cases in early child- 
hood. There are a great number of authenticated 
cases which have been found in persons between 
10 and 39 years of age. Nevertheless, the greatest 
number occurs in patients over 40, as shown by the 
latest Special Vital Statistics report of the Bureau 
of Census. For 1938 the number of deaths from 
carcinoma of the breast by age were as follows: 
i0 to 19 years, 4; 20 to 29 years, 99; 30 to 39 years, 
929; 40 to 49 years, 2,460; 50 to 59 years, 3,768; 
60 to 69 years, 3,598; 70 to 79 years, 2,460; 80 to 89 
years, 918; 90 to 99 years, 86; 100 years and over, 3; 
and unknown, 7. 

Cases of carcinoma of the breast are constantly 
increasing in number; more are dying each year as 
shown by this same Special Vital Statistics report. 
The annual deaths from cancer of the breast in the 
United States for a 10-year period as follows: 
1929, 10,129; 1930, 10,831; 1931, 11,345; 1932, 11,803; 
1933, 12,484; 1934, 13,171; 1935, 13,226; 1936, 13,708; 
1937, 13,939; 1938, 14,460. Throughout this entire 
period, approximately 1.25% were males. 

The prophylaxis of carcinoma of the breast de- 
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pends on the early removal of all precancerous 
lesions and sources of chronic irritation to the 
breast and nipple. 

The symptoms of early carcinoma of the breast 
can play only a minor role in making a diagnosis; 
for at this stage a primary carcinoma gives no 
warning of its presence. A lump is usually dis- 
covered accidentally by the patient or by a physi- 
cian in the course of an examination. This lump 
will be neither painful nor tender. Pain or tender- 
ness do not occur until the carcinoma has ad- 
vanced beyond the point where one should recog- 
nize the condition easily. Retraction of the nipple 
sometimes occurs equite early; fixation late. Any 
discharge from the nipple is always symptomatic 
of carcinoma of the breast and should cause sus- 
picion. 

The presence of a tumor in the breast calls for a 
very careful examination. In the early stage car- 
cinoma of the breast is usually a round, discrete 
nodule, palpable with the flat of the hand, situated 
in the glandular tissue of the organ. It is freely 
movable with the breast tissue. One of the earliest 
signs of such a tumor is a shortening of the fibrous 
trabecular, producing a pitting or retraction of the 
skin over its site. This can be exaggerated by 
gently pinching the breast between the index finger 
and the thumb. If the tumor is malignant, there 
will be an increase in the concavity of the area. 
A sulcus or dimpling of the skin over the tumor 
may be noticed, particularly when the arm is raised. 
These findings are never associated with a benign 
breast unless there is also an inflammatory process. 
Dr. A. C. Scott’s shadow test is quite effectual as 
an early sign of carcinoma of the breast; trans- 
illumination will show a definite shadow when car- 
cinoma is present. The possibility of the co- 
existence of an inflammatory and malignant lesion 
must not be forgotten, as any inflamed area will 
cast a shadow. Collections of blood in the breast 
always produce a dense shadow. 

The true nature of every doubtful breast tumor 
must be revealed by exploration. One should never 
cut out sections from breast tumors for diagnostic 
purpose. A tumor that is under suspicion should 
be widely excised without trauma to the tumor or 
the surrounding structure; the gross specimen 
should then be examined immediately by a patholo- 
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gist. This will result in a fairly certain diagnosis; 
certainly microscopic examination is the only exact 
way to establish the diagnosis. The routine patho- 
logical examination is dependable, but frequently 
a frozen section examination will have to be relied 
upon if the pathologist reports the presence of car- 
cinoma in the tumor. If radical surgery should be 
needed, operate immediately; delayed operations are 
only too often fatal. 

Approximately 50% of private cases and 65% of 
clinical groups of carcinoma of the breast that 
come to the operating table have axillary nodes 
metastasis. Patients, however, should not be denied 
operation because of palpable axillary nodes. They 
may be inflammatory. The lymphatic spread of 
carcinoma of the breast is through several chains, 
and the spread through the vessels penetrating the 
abdominal and chest walls is the chief cause of 
failures of the radical operation for carcinoma of 
the breast. The site of the tumor influences the 
spread and the rate of dissemination in various 
directions. Thus, growths near the midline are 
liable to give rise to early involvement of the para- 
sternal nodes, mediastinum, lung and pleura; a 
carcinoma in the lower and inner quadrant is liable 
to spread to the abdomen with involvement of the 
liver and peritoneum. Lymphatic node involve- 
ment beyond the confines of the axillary space 
usually indicates extension of the disease beyond 
surgical removability. Metastasis may occur in 
widely scattered areas; carcinoma of the breast is 
in fact the second most common cause of skeletal 
metastasis. The frequent occurrence of metastasis 
to the upper end of the femur, pelvis, and vertebra 
is hard to understand; certainly it cannot be ex- 
plained on a basis of lymphatic spread. Of course, 
it is well to remember that carcinoma of the breast 
is frequently spread through the blood stream. 

The prognosis of carcinoma of the breast de- 
pends largely on the stage at which the patient 
presents herself for treatment. Those with a history 
of a recently discovered tumor can expect to be 
cured, provided it is a local lesion. With the ab- 
sence of palpable axillary nodes the prospect of a 
cure is approximately three out of four cases; with 
axillary node involvement cures are reduced to one 
in four. This disparity does not depend upon the 
actual invasion of the nodes in the axilla, as these 
lend themselves to removal; rather, axillary lymph 
node involvement is an index to the extent of dis- 
semination in other directions. 

Another factor in the prognosis is the age of the 
patient. The controversial question of the influence 
of age in the growth of carcinoma has never been 
satisfactorily settled. No doubt youth contributes 
to rapid growth through an abundance of blood 
and lymph supply and increased cellular nutrition; 
on the other hand, advancing age diminishes all of 
these. A carcinoma grows much more rapidly when 
the breast is active than it will after the meno- 
Pause. Because pregnancy and lactation increase 
cellular activity and stimulate the blood and lymph 
supply, they necessarily accelerate malignant ex- 
tension. 
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The grade of malignancy is most important in 
the determination of the prognosis. The higher the 
degree of malignancy, the more rapid the spread, 
and the greater the percentage of cases with gland- 
ular metastasis. The best results are obtained, 
therefore, in the cases of lesions with a low degree 
of malignancy, cases of slow growth, late to metas- 
tasize. Unfortunately, highly malignant growths 
usually metastasize before they are discovered. 

Approximately half of the patients who present 
themselves for examination because of a lump in 
the breast have carcinoma; of these about 50% 
are incurable. The average length of life of a pa- 
tient with an untreated carcinoma of the breast is 
approximately 3 years after the discovery of the 
lesion. With treatment we can promise one in 
every three will be alive and well 5 years later, 
one in every four 10 years later. A careful survey 
of a large number of clinics in this country shows 
more of life, that 28.9% may look forward to 5 
that 28.6% of their patients may expect 3 years 
years. If treatment is delayed or neglected, mor- 
tality is 100%; it follows, then, that the sooner 
treatment is instituted, the better the prognosis. 

The surgeon must learn when not to operate. 
Carcinomatous lesions of an edematous inflamma- 
tory character or of the rapidly g-owing anaplastic 
type of cellular activity will never be amenable to 
surgery. Extensive simultaneous bilaterality of the 
disease is rarely so. Carcinoma of the breast is 
also considered inoperable when fixed to the tho- 
racic wall, when the lymph node involvement has 
extended beyond the axilla, and when distant 
metastasis has developed in other parts of the body. 

Definite indications for surgery, on the other 
hand, are a freely movable tumor without exten- 
sive skin involvement, without fixed axillary lymph 
nodes, and no signs of further spread. When the 
surgeon is in doubt as to the operability of a case, 
Roentgen ray studies should be made of the lungs 
and skeletal structure, followed by a careful search 
for distant metastasis. Surgery then should be em- 
ployed primarily for the purpose of curing the pa- 
tient; however, we cannot accept for surgery only 
those cases with limited involvement. We must 
care for all to whom our surgery may render 
service. 

Radical amputation is still the best choice in 
operable carcinoma of the breast. This operation 
permits a number of different incisions; it is under- 
stood to mean the removal in one piece of the fol- 
lowing structure: the breast with all of the skin 
over and beyond the breast edges, the pectoralis 
major and minor muscles, the glands and gland- 
bearing tissue in the axilla, and the deep fascia 
from the clavicle to the epigastrium and from the 
sternum to the latissimus dorsi muscle, and the 
supuraclavicular glands in case of involvement of 
this group. The use of silk ligatures and sutures 
will lessen the wound irritation and facilitate heal- 
ing. The present surgical procedure is about as 
complete as can be expected; only minor develop- 
ment along this line can be anticipated. 

Patients leaving the hospital after a radical op- 
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eration for carcinoma of the breast should be re- 
turned to their medical advisor for close observa- 
tion over a long period of time; recurrences and 
metastasis may take place within the first year, or 
they may appear after a number of years. 


IRRADIATION 

In spite of more than a quarter of a century of 
experimental and clinical observation on irradia- 
tion of carcinoma of the breast, there is still wide 
divergence of opinion on the part of radiologists, 
as well as of surgeons, with respect to the applica- 
tion of and indications for this method of treat- 
ment. Its usefulness still remains to be determined 
by very careful study of end results. Irradiation 
alone has not been generally accepted as offering 
curative results. Carcinoma of the breast regresses 
and may be held in check by irradiation over long 
periods, even beyond 5 years. Nevertheless, car- 
cinoma cells still exist in approximately 75% of 
the breasts and 90% of the axillary nodes removed 
and examined after proper irradiation. The car- 
cinoma cells show the effects of the treatment and 
are usually enclosed in a fibrous tissue. Carcinom- 
atous cells in the axillary lymph nodes show less 
irradiation effects than the cells in the primary 
tumor in the breast. Ewing has found viable car- 
cinoma cells in an area where the tumor had en- 
tirely disappeared clinically. 

It must be remembered that adequate irradia- 
tion, the so-called “tolerance doses,” cannot be re- 
garded as harmless, even though not showing an 
immediate mortality. Pleuro-pulmonitis and fi- 
brosis of the lungs are frequent sequellae, and when 
heavy irradiation is given to the axilla, lymphedema 
of the arm may result from the fibrosis and block- 
ing of free lymph drainage. This, however, often 
follows surgical removal of the lymphatics of the 
axilla, and should not be wholly blamed on post- 
operative irradiation when radical surgery has been 
done. 

Despite the fact that many famous surgeons do 
not advise irradiation as a supplementary treat- 
ment to radical surgery in carcinoma of the breast, 
I favor its use, believing that I have seen definite 
beneficial effects follow its administration. 

I believe that one should be careful in the selec- 
tion of the cases for the combined treatment. One 
cannot expect to treat all cases of carcinoma of the 
breast alike. Many cases are radio-resistant, and 
some are radio-sensitive. Each case must be given 
careful study; consultations should be a common 
practice before reaching a decision, with the com- 
bined wisdom of surgeon, radiologist, pathologist 
and internist applied to the problem. 

Theoretically, I prefer preoperative irradiation in 
carcinoma of the breast. It tends to devitalize or 
destroy the more malignant types of cells and make 
the spread or transplantation of the cells less likely. 
The principal objections to this procedure are that 
it either forces the surgeon to operate when the 
patient’s general resistance has been lowered by 
radiation, in case the surgery follows very soon 
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after the irradiation has been completed, or if the 
surgery is delayed for 2 or 3 months, the effects of 
radiation make the operation more bloody and dif- 
ficult, and the likelihood of swelling of the ex- 
tremity is increased. 

Postoperative irradiation seems advisable in most 
cases where radical mastectomy is performed. It 
is intended to destroy any malignant cells that have 
escaped removal or have been transplanted during 
operation. To get the best effect the treatment 
should be started 10 days to 2 weeks after opera- 
tion. 

It would seem, from our present knowledge and 
my own experience, that the following general rules 
regarding irradiation give the best results: 


1. Do not advise irradiation in cases where the 
disease is early and confined to the breast; here 
radical surgery alone is sufficient. 


2. Cases in which the growth in the breast is 
of moderate size, freely movable, and where axillary 
nodes are involved but are freely movable, should 
receive radical surgery and postoperative irradia- 
tion. 


3. Where the breast tumor is more advanced, 
fixed to the skin and the muscles, and the axillary 
nodes are also fixed, preoperative irradiation should 
be carried out judiciously, followed a month later 
by radical mastectomy. Postoperative irradiation 
to be governed by the grade of malignancy, find- 
ings at operation, and future developments. 


4. Carcinoma of the breast associated with 
lactation or pregnancy should be given preopera- 
tive irradiation, followed in a month by radical 
mastectomy and postoperative irradiation. 


5. Doubtful operable cases should be given the 
benefit of the doubt. They should receive pre- 
operative irradiation, radical mastectomy and post- 
operative irradiation. 


6. Since death from carcinoma of the breast is 
usually due to distant metastasis, I do not believe 
that an inoperable lesion can be converted into an 
operable one by irradiation, except in the case of 
the bulky growth too large to be controlled by ir- 
radiation. It can be devitalized and reduced in size 
to permit operative removal as a palliative pro- 
cedure. 


7. Irradiation is to be given preference over 
mastectomy in most cases of advanced carcinoma 
of the breast in which a radical mastectomy is not 
indicated. 


8. Irradiation alone should be used in lesions 
that are quite large, in ulcerative lesions, in local 
recurrence, in skin and bone metastasis, and in all 
advanced cases of carcinoma of the breast. 


9. Irradiation is the only hope in the many con- 
ditions found in carcinoma of the breast which are 
inoperable. 


10. The surgeon should not hesitate to advise 
irradiation in those cases of carcinoma of the 
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breast which are inoperable because of some special 
condition of the patient. 


SUMMARY 


The known causes of carcinoma of the breast are 
numerous. The prophylaxis depends on the early 
removal of all precancerous lesions and sources of 
chronic irritation. Carcinoma of the breast may 
occur at any age; therefore, suspect carcinoma in 
all breast tumors, regardless of the age of the pa- 
tient. A more positive attitude of mind in the 
diagnosis of carcinoma of the breast must be de- 
veloped to secure earlier recognition of the primary 
lesion. The early diagnosis of carcinoma of the 
breast is frequently difficult. One should not wait 
for determining signs; rather, the surgeon should 
remove the tumor carefully and ask the pathologist 
to make the diagnosis. Microscopic examination is 
the only exact way to establish the diagnosis. Next 
to grade of malignancy, lymph node involvement is 
still our most reliable factor in determining the 
prognosis of any given case of carcinoma of the 
breast; this is not much different from saying that 
early treated cases do better than late ones. Car- 
cinoma of the breast has an appalling mortality in 
spite of all scientific measures taken to prevent it. 
An alertness on the part of the medical profession 
in regard to tumors of the breast will go far toward 
reducing the mortality. The surgical treatment of 
early carcinoma of the breast offers definite pros- 
pects of a complete cure. The physician who first 
sees the patient with early carcinoma of the breast 
is largely responsible for the outcome of the case. 
The surgeon or roentgenologist who is called in to 
treat the case when the disease is advanced and 
hopeless possesses no technique that can possibly 
compensate for such fatal delay. Surgeons must 
know when to refuse to operate in carcinoma of 
the breast, as approximately half of the cases seen 
for the first time are incurable. There are definite 
indications for radical surgery when it is to be em- 
ployed primarily for the purpose of curing the pa- 
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tient; again, surgery may be resorted to for the 
relief of symptoms. The failure of the radical op- 
eration to cure a majority of the cases of carci- 
noma of the breast is not due to any shortcomings 
of this method of treatment; rather, this failure is 
due to the fact that the majority of cases are not 
seen in the early stages of the disease. Irradiation 
in carcinoma of the breast is still in the experi- 
mental stage. Alone it has not been generally ac- 
cepted as offering curative benefits. It causes a 
regression over a considerable period, but in the 
vast majority of cases does not destroy the carci- 
noma cells. Adequate irradiation cannot be re- 
garded as harmless. As a supplement to radical 
mastectomy, irradiation has been proven to have 
beneficial effects on the treatment of carcinoma of 
the breast. One should be careful in the selection 
of cases for the combined treatment. Preoperative 
irradiation seems preferable, but because of the de- 
lay in operating, difficulties encountered at and 
after operation, postoperative irradiation appears 
advisable in most cases where radical mastectomy 
is performed. General rules regarding irradiation 
in the treatment of carcinoma of the breast are 
suggested. 
CONCLUSIONS 

One should think of the possibility of carcinoma 
in every breast tumor. The diagnosis in doubtful 
cases can only be made by exploration and micro- 
scopic examination. 

Radical amputation should be the choice in op- 
erable carcinoma of the breast. 

Definite beneficial effects follow judicious ir- 
radiating in carcinoma of the breast. 

A combination of good radical surgery and care- 
fully administered irradiation produces the greatest 
number of cures in carcinoma of the breast. 

Irradiation is the only satisfactory way to pro- 
duce worthwhile palliation in carcinoma of the 
breast. 
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TABLE I. 
NUMBER OF DEATHS FROM CANCER OF THE BREAST, BY AGE, IN THE REGISTRATION STATES OF CONTINENTAL 
UNITED STATES—1929-1938 








AGE AT DEATH | 1930 1931 | 1932 
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Central Fractures of the Neck of the Femur: 
Treatment by Internal Fixation 


WILLIS C. CAMPBELL, M.D. 
and 
HUGH SMITH, M.D. 
Memphis, Tennessee 


GREAT deal of confusion and misunderstand- 

ing exists regarding the physiology, mechanics, 
treatment and end results of fractures about the 
hip. Fractures of this region may be classified as 
(1) central or intracapsular fractures of the neck 
of the femur, which comprises the area from the 
lateral portion of the head to the lateral portion of 
the neck; (2) impacted fractures of the neck of 
the femur, in which the neck is more or less tele- 
scoped into the head; and (3) fractures of the 
trochanteric region, or extracapsular fractures. The 
last are usually oblique, passing through both tro- 
chanters, the lesser trochanter frequently being 
avulsed. Impacted fractures of the femoral neck 
and trochanteric fractures constitute 56.7% of 506 
fractures of this region recently analyzed. 

Immobilization of the hip in a plaster cast is 
sufficient to induce union and a satisfactory result 
in 90% of impacted fractures of the neck of the 
femur. Trochanteric fractures, likewise, readily 
unite. Reduction is easily accomplished; the bone 
in this region is predominantly cancellous and 
therefore extremely osteogenic. Further, each frag- 
ment independently has an adequate blood supply. 
Any undesirable sequelae, consequently, are princi- 
pally of a mechanical nature, i. e., shortening, a de- 
crease in the angle between the neck and the shaft, 
or coxa vara deformity, or an external rotation 
deformity. 

Central fractures of the neck of the femur pre- 
sent a much more difficult clinical problem. (1) 
Reduction must be accurate; union takes place in 
this region through endosteal callous formation 
rather than by periosteal proliferation. Moreover, 
as the head of the femur is deprived of the major 
portion of its blood supply following fratures, ac- 
curate apposition is essential to revascularization 
of the head. It has been demonstrated repeatedly, 
both by direct visualization at open reduction and 
by two-view roentgenograms, that accurate apposi- 
tion can be obtained by either the Whitman method 
or the Leadbetter modification. Thus, inaccurate 
reduction would hardly account for the large num- 
ber of cases in which the fracture fails to unite. 

(2) Immobilization must be absolute. A well- 
fitting spica cast provides adequate immobilization 
grossly to maintain the position of the fragments 
as demonstrated by the roentgenogram; undoubted- 
ly, however, there is a small amount of motion at 
the fracture site, particularly in obese individuals. 
This motion, which is exerted as a shearing action, 
must be sufficient to prevent the delicate process 
of reformation of the capillaries across the frac- 
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ture site from the neck into the head. Internal 
fixation provides absolute fixation, which is con- 
ducive to early repair of circulatory damage. 

(3) Since an adequate supply is the most vital 
factor in the production of callus, a thorough 
knowledge of the circulation is essential to an un- 
derstanding of the slow process of healing or non- 
union of this particular fracture. Woolcott has 
demonstrated, by roentgenograms and _ injected 
specimens, that, under normal conditions, the head 
and neck of the femur have an abundant blood 
supply, from three sources: (a) the artery of the 
ligamentum teres; (b) the nutrient artery and its 
branches from the trochanter, which pass upward 
through the cancellous portion of the neck; and 
(c) the capsular arteries, which are the chief source 
of supply. These vessels enter the neck through 
numerous foramina situated principally on the su- 
perior and posterior lateral surfaces one-fourth to 
three-fourths inch from the edge of the articular 
surface of the head. They traverse the remaining 
portion of the neck and penetrate the head, where 
they branch out in a fan-shaped pattern to supply 
the entire head. They also anastomose with the 
branches of the nutrient artery and with those 
from the ligamentum teres. 

The usual fracture of the neck extends from the 
superior surface just distal to the edge of the ar- 
ticular cartilage in a downward and outward direc- 
tion, completely severing the neck. The outer 
fragment is rotated externally and displaced up- 
ward, thus interrupting the anastomosis of vessels 
and depriving the femoral head of all of its blood 
supply, with the exception of that from the liga- 
mentum teres. Clinical experience and roentgeno- 
grams of injected specimens have demonstrated 
that this small vessel is frequently not patent and 
is practically always incapable of maintaining the 
viability of the head unassisted. Slow re-establish- 
ment of vascularity across the fracture line must 
play a major role in non-union. 

Thus, one can easily understand the extremely 
discouraging results obtained by such methods as 
sandbags, splints and traction, wherein even gross 
immobilization of the fragments is not assured. 
These measures are to be condemned, since, fol- 
lowing their use, non-union is practically certain. 

The Whitman method materially improved the 
previous results of treatment of these fractures, but 
left much to be desired. In 1934 my colleague, 
Dr. J. S. Speed, made a study of 100 consecutive 
cases of central fractures of the neck of the femur 
treated by the Whitman method and traced over a 
period of at least 2 years. This investigation was 
undertaken solely for the purpose of studying the 
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process of union in such fractures. The findings 
were as follows: Solid bony union with a viable 
head was obtained in 48%; solid bony union with 
a necrotic head in 4% non-union with a viable head 
in 17%; and non-union with a necrotic head in 
31%. In other words, the results could be con- 
sidered poor in 52% of the cases. To augment this 
dismal picture, an analysis of the whole series re- 
vealed that a mortality of 12% could be expected, 
and that the morbidity associated with the long 
confinement in a cast was relatively high. These 
figures compared favorably with the report of a 
survey made in 1929 by the American Orthopedic 
Association of 201 fractures from various well- 
known clinics throughout the country. Certainly, 
there was need for improvement. 

During the past decade, internal fixation of cen- 
tral fractures of the neck of the femur has been 
adopted as a practically routine measure. Smith- 
Petersen, in 1931, initiated a revival of interest in 
this method of treating fractures of the hip by the 
demonstration that it could and did materially im- 
prove the unsatisfactory results obtained by the 
Whitman procedure. At that time he described a 
three-flanged nail which provided a maximum 
amount of surface contact for cohesive fixation, 
displaced a minimum amount of bone, and pre- 
vented rotation. Previous attempts to secure in- 
ternal fixation had fallen into disrepute and been 
discarded, first, because of the fact that the nails 
and screws were mechanically inadequate to pro- 
duce complete and prolonged fixation, and, second, 
because proper roentgenographic control to insure 
accurate insertion of these instruments was not 
available. 

Various modifications of the principle of internal 
fixation have been introduced since Smith-Petersen 
reported his work in 1931, chiefly in the manner of 
insertion and type of screw, pin or nail. Gaenslen, 
Austin Moore, Knowles, Henderson, Vals, Cubbins, 
Thomson and others have devised methods of fixa- 
tion and technics of their own and reported ex- 
cellent results therefrom. Although each method 
seems to be dependable in the hands of those ac- 
customed to its use, studies now being carried on 
through the American Academy of Orthopedic 
Surgeons would indicate that the Smith-Petersen 
nail apparently offers the best means of fixation. 
The objection has been offered that, technically, 
the insertion of a nail down the center of a hollow 
neck into an atrophic head provides no fixation; 
practically, however, this is not true. The flanged 
nail provides a maximum of fixation against rotary 
and shearing forces with a minimum displacement 
of bone, and the amount of metal is no greater 
than of multiple pins or screws. ; 

Internal fixation not only insures osseous union 
in a high percentage of cases, but also materially 
decreases the period necessary for union to become 
established. Weight-bearing and walking without 
support is permissible after 4 to 6 months, as com- 
pared with 6 to 12 months by the Whitman method. 
Since the patient is not placed in a body cast, 
both mortality and morbidity are reduced. The 
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patient’s position may be changed as often as ad- 
visable, and he may be allowed to sit up in bed on 
the day following operation; thus, untoward com- 
plications, such as hypostatic pneumonia and de- 
cubital ulcers are of less common occurrence. Re- 
sidual stiffness of the joints, particularly of the 
knee, is prevented by routine exercises, thereby 
conserving function and obviating permanently re- 
stricted motion. In the majority of cases, the 
period of hospitalization can be reduced, if neces- 
sary, to 4 weeks. This is a considerable economic 
advantage to the hospital which cares for these pa- 
tients in charity wards, and provides a definite 
saving to patients in poor financial circumstances. 
Even if internal fixation did not increase the per- 
centage of cases wherein union is obtained, the 
measure would be thoroughly justified because of 
the added comfort and safety of convalescence. 

Internal fixation of fractures of the femoral neck 
should not, however, be considered a simple pro- 
cedure, to be undertaken by inexperienced hands, 
or even by the experienced except under proper 
surgical surroundings and with adequate roentgeno- 
graphic control in the operating room to guide the 
introduction of the pins, nails or screws. Unless 
the fracture is accurately reduced and the nail 
properly inserted, as proved by two-view roentgeno- 
grams, one has a sense of false security following 
the operation which lends itself to poor results. 
The fixation slips and the outcome is no more suc- 
cessful than if no fixation at all had been em- 
ployed. 

In our clinic, internal fixation is used routinely 
for central fractures of the neck of the femur ex- 
cept in patients who are moribund upon admission 
to the hospital, the operation being performed as 
soon as feasible following the fracture. These 
elderly patients are never comfortable in traction 
or splints, every movement of the hip being pain- 
ful; consequently, the longer they lie upon their 
backs the greater the likelihood of complications. 
In addition, the suffering incident to necessary 
movement further weakens an already debilitated 
condition. 

The Smith-Petersen nail may be introduced un- 
der local or general anasthesia. Since this type of 
fracture is observed most often in old and de- 
bilitated individuals, in whom the least physiologic 
disturbance is undesirable, local anesthesia offers 
many advantages. On the other hand, some pa- 
tients are uncooperative, and complete muscle re- 
laxation necessary to reduction of the fracture 
cannot be secured. In such cases, a combination 
of local and general anesthesia may be more suit- 
able. Recently, pentothal has been employed, and 
has thus far proved to be superior to other types of 
general anesthesia, no complications having de- 
veloped post-operatively. Perhaps intravenous an- 
esthesia will entirely supplant other types for in- 
ternal fixation of fractures of the neck of the 
femur. 

Briefly, the technic of insertion of the three- 
flanged nail is as follows: After reduction of the 
fracture, anteroposterior and lateral roentgeno- 
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grams are made to verify accurate alignment of 
the fragments, the lateral view being obtained by 
means of a curved cassette. Through a short lat- 
eral incision, the femur is exposed just below the 
line of the vastus lateralis muscle, and at a point 
1 inch distal to this line a guide wire is inserted 
at an angle of 45 degrees to the shaft, upward 
through the trochanter and neck and into the head 
for a distance of 3 inches. Roentgenograms in 
both views are then repeated, and, if not in proper 
position, the wire is removed and reinserted until 
the position is correct as demonstrated by two- 
view roentgenograms. A Smith-Petersen nail is 
then threaded over the wire and driven into place. 
The final position of the nail and fracture are 
checked by an additional set of roentgenograms. 
Post-operatively, a short boot cast is applied to the 
foot and leg, into which is incorporated a hori- 
zontal wooden bar to prevent rotation. If indicated, 
the patient may be elevated upon a back rest im- 
mediately following operation. The position of the 
patient is changed at frequent intervals, care being 
taken to avoid adduction and external rotation of 
the affected hip. Ordinarily, bed rest is enforced 
for 2 months; this period of protection for the 
fracture favors the process of early revasculariza- 
tion of the head and promotes union. Subse- 
quently, the patient is allowed to walk with the use 
of crutches, and partial weight-bearing is insti- 
tuted at the fourth month. Full weight-bearing is 
usually delayed until the sixth month. Should 
there be any evidence of a poorly vascularized head 
at that time, weight-bearing should be further 
postponed; otherwise, arthritic and degenerative 
changes in the head are likely to occur. The nails 
are rarely removed in less than 1 year, and then 
only if they are causing symptoms. 

The Smith-Petersen nail has now been employed 
in 115 of our patients with central fracture of the 
neck of the femur. The group included patients in 
every decade of life from the second to the ninth, 
both inclusive, 17% having been between 60 and 70 
years of age; 36% between 70 and 80, 23% between 
80 and 90, 14% between 90 and 100, and 10% in 
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the remaining decades. Thus, 90% of the frac- 
tures were observed in patients between the sixth 
and ninth decades. The mortality during the first 
post-operative month was 50% less than that in- 
cident to treatment by the Whitman method during 
the same period, having been only 5.7% in this 
series. 
END RESULTS 

For the analysis of the end results as to osseous 
union, only 59 patients were selected, this being 
the number who had been studied both clinically 
and roentgenographically for a sufficient length of 
time to permit solid union. Some patients did not 
return for examination or were not followed for 
the necessary period. Others had a relatively re- 
cent fracture. Of the 59 patients who qualified 
for the study, 86.5% had complete solid union. Of 
the remaining 13.5% with non-union, many were 
treated before the technic of the operation was 
sufficiently perfected for accurate insertion of the 
nail. In a follow-up of the 86.5% with solid union, 
it was found that 15.5% developed arthritis of the 
hip joint or aseptic necrosis of the head of the 
femur. Possibly this latter figure may be reduced 
in a subsequent series by more perfect reduction, 
more accurate placement of the nail, and postpone- 
ment of weight-bearing until an adequate period of 
time has elapsed to permit proper revascularization 
of the femoral head. 

A fair and unbiased comparison of our cases 
treated by various methods -undoubtedly proves the 
superiority of internal fixation. The method must 
not be regarded as a panacea for this fracture, 
however. Because of the physiology and anatomy 
of the region, one cannot expect good results in 
every case; the law of averages demands a certain 
number of technical errors, despite every precau- 
tion to insure accurate reduction of the fracture 
and insertion of the nail. With the improvement in 
technic which will come from further experience 
with internal fixation by the Smith-Petersen nail, 
it appears that a higher percentage of good func- 
tional hips may be expected. 


869 Madison Ave. 





Treatment of Perforated Gangrenous Appendix 
with Spreading Peritonitis 


B. F. STEVENS, M.D. 
El Paso, Texas 


Y A “spreading peritonitis’ we mean that the 
process is not walled off or localized and that 
a large part of the peritoneum is involved. Of 
course, the bacterial source of the infection plays 
a large part in the outcome, whether streptococcic, 
colon bacillus pneumoccocic or staphylococcic. 
Their mortality decreases in the order named. 
Early operation is almost without mortality in 
any form of appendicitis. It is a moot question 
which is the worst, an early purge or a late opera- 


Read before the El Paso County Medical Society, September, 
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tion. The purge prevents localization of the in- 
flammatory process and keeps the omentum on the 
move, preventing walling-off of an abscess. 

Of patients receiving an early purge, 1 out of 14 
die, while only 1 out of 122 die who are not given 
a laxative. 

Buchbinder reports that 37% of his cases oper- 
ated on after the first 100 hours were ruptured, 
and of these 58% gave a histofy of purgation. 

You are familiar with the condition found at 
autopsy. There is great distention; compression 
atelectasis of the lung, with a high diaphragm and 
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terminal pneumonia. These patients die of ileus 
and circulatory shock. 

I will cite three examples at either extreme in 
the diagnostic angle. The first case—an otherwise 
healthy male of 67—became ill Sunday morning. 
He was nauseated and had abdominal cramps. His 
temperature and pulse were normal. The leuko- 
cyte count was 8000. A diagnosis of a mild attack 
of appendicitis was made. He was seen again Sun- 
day evening. The white cell count then was 9000. 
He was still without temperature and his pulse rate 
was 90. He was not rigid and could not be made 
to wince on deep pressure over McBurney’s point. 
A surgical consultant concurred in the diagnosis 
and felt like I did, that on account of his age and 
the apparent mildness of the attack and his an- 
tagonism to any surgery, that he would recover 
without operation. Another physician, who made 
the blood count, happened to be passing in the hall 
and I called him in. He palpated the abdomen 
and he expressed the opinion that the man should 
be operated on at once and that he had a gan- 
grenous appendix. He talked the man into opera- 
tion. Under a spinal anaesthetic, we found a gan- 
grenous perforated appendix, with much sero-pus. 

The second case was that of a man of 26, also 
taken ill on a Sunday. He had “stomach ache” 
during Saturday night following a fish dinner, and 
at 4 a.m. Sunday took '% ounce of castor oil, 
which acted three or four times. He then became 
nauseated and had intepse abdominal pain. I saw 
him at noon Sunday. His temperature was 99 de- 
grees, pulse rate 84. He was tender over the left 
lumbar region on palpation, but had pain over the 
whole abdomen. He kept both thighs flexed on 
abdomen. His leukocyte count was 22,000. He was 
given % grain of morphin and seen again Sunday 
evening. His white cell count then was 26,000. His 
pain now was in the scrotum and testicles, though 
the whole abdomen was rigid and board-like. Mic- 
roscopic examination of urine was negative. A 
consultant examined him and felt the trouble was 
due to the appendix. 

Under spinal anesthesia, through a right rectus 
incision, we found a perforated gangrenous ap- 
pendix, with much sero-pus. An examination of 
this fluid at operation showed a bacillus, which on 
culture and from the odor of the drainage after- 
ward proved to be colon bacillus. Both of these 
cases were drained. 

The third case was a female, age 40, seen at her 
home. She was apparently suffering from an at- 
tack of acute enteritis of a few hours’ standing, 
she thought due to food poisoning. I gave her a 
bismuth and opium mixture, with instructions to 
report by telephone the following day, which she 
did, saying that she was much better. She added 
that she had a pain in her right side. I visited her, 
and in palpating her abdomen elicited bitter com- 
plaint when I pressed over the appendix. Her 
temperature was 102. We operated on her in a 
couple of hours, and found a perforated gangrenous 
appendix, with much sero-pus. This case also was 
drained. This patient did not have any tempera- 
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ture when first seen. She had not complained of 
any special pain or soreness in the abdomen. Her 
only complaint was the dysentery. Apparently she 
did not attach much importance to the right-sided 
pain on the second day, as she nearly omitted men- 
tioning it in reporting her condtiion. 

All diagnostic signs and symptoms fail in certain 
cases. Ordinarily we have general abdominal pain 
with rigidity and right lumbar tenderness. Later 
there is the board-like abdomen in beginning peri- 
tonitis. This sign may be days in appearing or 
may occur in a few hours. 

How shall we treat these patients? If the case 
has been seen in the first 48 hours operation may 
be done at once. If seen later, when the patient 
is distended and dehydrated and vomiting, they 
should be given saline and glucose intravenously. 
Hot stupes to the abdomen and a Miller-Abbott or 
duodenal tube with suction are useful. Then, if 
conditions improve, they can be operated on. If 
they don’t improve, operation is still indicated, 
although the outlook is not favorable. 

The after-treatment includes no fluids by mouth, 
glucose and saline solution by vein to at least 3,000 
cc. daily, or enough to allow the patient to excrete 
1,500 cc. of urine in 24 hours. If veins are hard to 
tap, the saline or Ringer’s solution may be given 
subcutaneously. Some advocate the constant in- 
travenous drip, but I feel that it is wearing on an 
already critically ill patient to have the arm kept 
on a board in the one position for such a long 
period. I do not think that water by the rectum 
is a good way of introducing fluids. It is difficult 
to know just how much fluid is being absorbed 
from the rectum. Peristalsis is increased, thus 
tending to prevent the formation of a localized 
abscess. It keeps the patient irritable and upset. 
Giving 1,000 cc. of 10% glucose intravenously, and 
repeating as needed, is certainly easier on the pa- 
tient. Too much saline solution should be avoided. 
An extra dose or two in 24 hours of 50 cc. of 50% 
glucose may be given for its nourishing value. This 
regime must be kept up from 4 to 8 days; then a 
dose of eserin or prostigmine followed by a “1-2-3,” 
or alum enema, may be given. The repeated use 
of prostigmine is not advocated early in the treat- 
ment. 

Morphin should be used freely, both for its anal- 
gesic effect and for its help to the intestinal muscle 
coats. A rectal tube may be inserted for a few 
hours, thrice in 24 hours. Hot stupes also are 
helpful. 

The McBurney incision is the one of choice. 
Hernia rarely follows after drainage. 

One can suture the peritoneum and leave the rest 
of the wound open. The question of postoperative 
drainage is still open. Cases seen early, even in 
the presence of sero-pus, may be closed entirely, 
or just the peritoneum closed and the McBurney 
incision left open or packed with vaseline gauze. 
Some are now trying sulfanilamide powder placed 
in the muscles and fascia before closing, with per- 
haps a little success. 

The late cases should be drained. Horsley uses 
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a soft rubber tube and two cigarette drains. It is 
thought that the drainage lymph washes out sep- 
sis. Yates has shown that it is physically and 
physiologically impossible to drain the peritoneal 
cavity for more than a few hours. 

Reed and Montanes report a mortality of 9.1% 
in undrained cases against 16.2% for those drained. 

Hertzler says that no matter which you do, “if 
the case turns out badly, you will then wish you 
had done the other.” He also says the surgeon who 
doesn’t worry about the critical case has missed his 
calling. 

The Fowler position has been used for years, but 
I feel that after 48 hours any position the patient 
cares to assume is alright. 

The ideal anaesthetic for adults is spinal. There 
is no postoperative nausea. No abdominal packing 
is required, because the intestines are collapsed. 

We use 150 mg. novocaine dissolved in spinal 
fluid. In one case we had to resort to a second 
injection before securing anesthesia, and in one 
case we did not obtain anaethesia even with the 
second injection, and then had to resort to local 
infiltration. The appendiceal stump is ligated 
without the use of clamps—the pursestring is not 
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used. Horsley sutures the stump to a tab of fat 
or omentum, in the belief that there is less risk of 
a fecal fistula from pressure of the drainage tube. 
Sponges or irrigation are not used in the peritoneal 
cavity, a suction tube being all that is necessary. 
A walled-off abscess is never broken down in a 
search for the appendix. If it is not readily found 
we put in a drain and get out. Frequent blood 
transfusions are life saving. Do not wait until the 
patient is in extremis before resorting to their use. 
It is now a simple procedure. 


SUMMARY 

To summarize, we treat our cases as follows: 

1. Use spinal anaesthesia in adults and the Mc- 
Burney incision. 

2. Ligate the stump with chronic catgut without 
the use of clamps. 

3. Use suction and not sponges in the abdomen. 

4. Use a duodenal suction tube, intravenous glu- 
cose and morphine. 

5. Blood transfusions before the patient is in 
extremis. 

6. Don’t worry about the bowels. 


610 Martin Bide. 





Diagnosis and Treatment of Peptic Ulcer 


with a Special Note on Gastroscopy* 


A. L. LEVIN, M.D. 
New Orleans, Louisiana 


HE manifold activities of this modern age tend 

to produce nervous irritability and other ab- 
normalities which contribute to disease in general 
and to digestive disorders in particular. For that 
reason “dyspeptic unhappiness” is a frequent mal- 
ady of our present civilization. It is most impor- 
tant, however, to distinguish between dyspepsia of 
nervous origin and dyspepsia of organic origin. 
Dyspepsia in early life, under 30 years of age, is 
rarely serious. After that age, from 40 to 50% of 
all cases of dyspepsia, in both men and women, 
are due to peptic ulcer, cholecystic disease, or 
malignancy of the digestive tract or accessory 
organs. 


Dyspepsia, therefore, must not be ignored, and 
the medical profession has a serious responsibility 
in educating the public in that belief, and in train- 
ing them to seek advice concerning it from physi- 
cians and not, as is the present habit, via news- 
papers, magazines and the radio. In this respect 
the general practitioner in the city, and in the 
rural districts even more, is a real guardian of 
public health. 

Peptic ulcer, which I have selected for the sub- 
ject of this discussion, is a very common disease 
which has given rise to a great deal of controversy. 


Read before the New Mexico Medical Society, Albuquerque, 
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Its origin is still unknown, its tendency to slow 
healing is a puzzling phenomenon, and whether 
medical or surgical treatment is preferable remains 
a matter of debate. The practitioner is further 
confused by the manufacturers’ ingenuity, out of 
which new remedies are constantly born. Fogel- 
son’s' dismay that “one thousand new articles on 
gastroduodenal ulceration appear yearly in the lit- 
erature” is supported by Moynihan’s’ wise words 
concerning this literary output, “Unhappily its 
value is by no means proportionate to its bulk.” 
Into this confused field I am stepping and am en- 
deavoring to present a clear, concise and simple 
view of the subject abstracted from the textbook 
of experience. 


ETIOLOGY 


There are certain proven basic facts concerning 
peptic ulcer which should preface this discussion. 
Schwartz,’ in 1910, enunciated a dictum, “no acid— 
no ulcer,” which still holds true. Ulcer cannot de- 
velop as long as the physiologic resistance of the 
tissue cells is normal. The answer to the question 
as to why the stomach does not digest itself is 
found in this physiologic axiom. My own defini- 
tion of a peptic ulcer would be that it is a self- 
digestion of a part whose inherent self-protection 
is weakened or lost. The essential elements of pro- 
tection are threefold: a normal, adequate blood 
supply, a normal and regular flow of nervous en- 
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ergy, and a normal coat of mucus. Bearing in 
mind these essential facts, we can now approach 
our next subject, the etiologic factors which break 
down the normal forces of self-protection. 

As Ochsner’s group has pointed out,‘ ulceration is 
merely a symptom of a generalized disorder, and 
the results of therapy will be unsuccessful unless 
the underlying factors responsible for the predomi- 
nating symptoms are corrected. Other theories, 
many of which are based on what seem to be con- 
clusive experimental data, include: constitutional 
makeup; focal infection; neurogenic factors; the 
inherent defense and healing properties of the or- 
ganism; the influence of hot and cold food; irrita- 
tion from the use of alcohol and tobacco; over- 
indulgence in food; capillary stasis of the gastric 
mucosa followed by erosion; toxic, climatic and 
radical causes; local vascular disease; arteriosclero- 
sis; thrombosis and embolism; excessive carbohy- 
drate and inadequate vitamin content of the diet; 
mechanical disturbances of the stomach; pyloro- 
spasticity leading to local necrosis; disproportion 
between the acidity and alkalinity of the gastric 
and duodenal juices; a deficiency of antipepsin; 
food allergy; the erosive action of the gastric juice. 
The acid-erosion theory, which is so staunchly 
supported by Sippy, also finds among its supporters 
such outstanding figures as Hurst and Stewart, 
Ivy and Dragstedt, and Mann. 

The whole formidable array of possible factors, 
according to Ochsner, can be discussed under two 
general headings, controllable or precipitating and 
uncontrollable. Examples of the first type of fac- 
tor are hyperacidity, hypersection, focal infection, 
and similar causes, while tissue susceptibility, con- 
stitutional predisposition and neurogenic factors 
belong in the uncontrollable category. 

To speak figuratively, the soil must be prepared, 
the attack follows, and finally the ‘ulcer child” is 
born. The natural forces or repair crew can 
handle the acute ulcer, whose life is predestined to 
be short. The chronic ulcer, however, remains a 
problem, a thorn in the side of the host, stubborn 
and unyielding from the standpoint of the physi- 
cian, and a money-maker for the drug manufac- 
turers. On the other hand, stubborn chronicity is 
not always inherent in the ulcer; it frequently is 
the fruit of delayed diagnosis and poor manage- 
ment. My own advice, based on my own experi- 
ence, is to establish early and definitely the guilt 
of the ulcer, and then to deal properly and ade- 
quately with the culprit. 

Peptic ulcer, as has already been pointed out, 
is a very common disease. It occurs in all races, 
in all trades and professions, and among the un- 
employed, of both the voluntary and the involun- 
tary types. It affects all ages, and has been 
known to occur even in newborn infants, although 
the incidence is greatest in the third, fourth and 
fifth decades of life. It is more frequent in the 
male, but the type associated with hour-glass de- 
formity is more frequent in the female. Duodenal 
ulcer is more common than gastric ulcer, jejunal 
ulcer is frequent, and esophageal ulcer is rare. 
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Ulcer may complicate other diseases. It very sel- 
dom occurs in combination with achlorhydria. 


PATHOLOGY 

Both pathologically and clinically, ulcer is an 
erosive lesion. It originates in the superficial layers 
of the mucosa, gradually penetrates through the 
muscularis, and sometimes perforates the wall of 
the organ, leading to acute perforation, or, if a 
blood vessel lies in its path, to massive hemorrhage. 

The ulcerative process, as has been pointed out, 
is essentially a self-digestion of the part by the 
acid gastric juice. Acid is the sine qua non for the 
production and perpetuation of the lesion. The 
partner in the crime, pepsin, can produce its act 
of dissolving tissue only in the presence of acid, 
not by itself. Dragstedt’s’ suggestion that the lesion 
be termed acid ulcer rather than peptic ulcer is 
based on this fact, and in my opinion is an ex- 
cellent one, for the name appropriately explains 
the occurrence of ulcer in the parts of the digestive 
tract exposed to acid gastric juice. 

The initial erosion is often caused by a capillary 
hemorrhage with resulting necrosis. My own gas- 
troscopic experience agrees in this regard with the 
findings reported by Rogers and Jones." What 
produces the capillary rupture, however, is a prob- 
lem still to be solved. I am convinced that vitamin 
deficiency plays some part. Increase in capillary 
permeability is being investigated as a cause. 
Whether gastritis is a forerunner of the ulcer, or a 
consequence of it, is still a subject for debate. 
Konjetzny’ states that a certain amount of gas- 
tritis is invariably present with ulcer, but gastro- 
scopists are not in complete agreement on this 
point. Schindler‘ considers ulcer and gastritis in- 
dependent of each other. Be this as it may, it is 
clear that peptic ulcer is a penetrating lesion which 
is initiated by some one of the many factors 
which have been listed. 


SYMPTOMATOLOGY 


Although ulcer distress is characterized by chron- 
icity and periodicity, the symptoms, unfortunately, 
are not always clear-cut, and the definite classical 
pattern is not always present. Crohn’ writes, ‘““The 
recital of the clinical course of an ulcer patient 
varies greatly according to the pain-sensitivity of 
continuous symptoms; the normally sensitive al- 
lows us to plot a curve of the ulcer activity; and 
the sub-sensitive or insensitive does not complain 
until it is almost too late.” 

I remember most vividly a patient in the insensi- 
tive group. A fisherman, in extremely serious con- 
dition, was brought to my office, and on the basis 
of the findings I diagnosed perforation of a peptic 
ulcer, which was confirmed by immediate explora- 
tory laparotomy. His history had revealed no 
chronic digestive trouble except that, after close 
questioning, he said that he was uncomfortable if 
he drank coffee. Some hours before I saw him, 
while he was out on the Gulf, he had drunk some 
coffee and soon afterward felt as though something 
had ruptured in his abdomen. Evidently this was 
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a hyposensitive individual who had a chronic ulcer, 
but who, because of his lack of sensitivity, experi- 
enced only minimal discomfort from it. 

It would be well to classify all cases of ulcer in 
two main groups, the definite classical pattern and 
the atypical type, which is bizarre, puzzling and 
difficult to analyze and evaluate. In the classical 
group there is at first vague, dyspepsia-like dis- 
tress, which is unrelated to diet or activities. Later 
the discomfort turns into pain, which appears at 
definite times. It is usually dull, gnawing, burning 
or aching in character. It is usually localized in a 
small portion of the epigastrium, or involves the 
whole epigastrium. Only rarely does it extend be- 
low the umbilicus or radiate to the costal borders 
or back. 

The time of onset varies. It may develop imme- 
diately after food is taken, or from 1 to 3 hours 
later. Sometimes it manifests itself as a typical 
hunger pain, occurring on an empty stomach and 
being relieved by food. Moynihan spoke of the 
rhythm of the pain and said that the gastric 
rhythm is “food, comfort, pain, comfort,’ while the 
duodenal rhythm is “food, comfort, pain.” Vomit- 
ing, nausea, flatulence, bloating, belching, malaise, 
headache, weakness and other symptoms may or 
may not accompany the characteristic pain. Symp- 
toms may continue for months, with clock-like 
regularity, then may disappear with treatment or 
without it, but, like a tax collector, the disturbance 
always returns. 

The location of the ulcer frequently gives rise to 
suggestive characteristics. In ulcers located near 
the cardiac end of the stomach pain tends to occur 
immediately after the ingestion of food, and there 
may be a distinct cardiospasm (dysphagia). In 
ulcers located on the posterior gastric wall, which 
are often associated with pancreatic adhesions, the 
pain may be referred to the lower dorsal or upper 
lumbar region. In ulcers located at the pylorus 
the pains are usually cramping in character, due 
to pylorospasm, often causing the patient to double 
up as soon as he has taken food. The pain is lo- 
cated in the mid-epigastrium, with radiation 
toward both hypochondriac regions. It is often re- 
lieved by heat. Fear of taking food (sitophobia) 
sometimes results in loss of weight, in any type of 
gastric ulcer. 

In duodenal ulcer the pain tends to occur later 
than in gastric ulcer, sometimes not until 2 or 3 
hours after a meal. Food relieves the distress, and 
the patient therefore eats at frequent intervals and 
thus gains in weight. So-called fasting pains come 
on at night and are relieved by milk and crackers, 
and by soda bicarbonates. The pain of duodenal 
ulcer is usually situated to the right of the mid- 
epigastric line. 

Posture occasionally relieves the pain of gastric 
ulcer. Relief from pain of an ulcer on the posterior 
gastric wall may be obtained by lying on the ab- 
domen, and the pain of a pyloric ulcer may be 
lessened by the assumption of the left lateral posi- 
tion, as well as by the application of heat. The 
pain of gastric ulcer is also frequently relieved by 
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spontaneous vomiting. Persistent vomiting, how- 
ever, should make one suspect pyloric obstruction, 
as the result of edema, spasm of the pyloric 
sphincter, contracted scar tissue, or, if the symp- 
toms and signs justify the assumption, malignant 
infiltration. 

In the aged senile atrophy and contracture of 
the pyloric sphincter can occur in the absence of 
malignancy, adhesions or the scar from a previous 
ulcer. I believe that this type of pathology has not 
been sufficiently emphasized, as the following case 
proves: 

A male patient, 68 years of age, consulted me 
for persistent vomiting, loss of weight, weakness 
and exhaustion. There was no history of previous 
digestive upsets. I suspected pyloric obstruction, 
and made up my mind that it was due to a possible 
malignant infiltrating pyloric lesion. Physical ex- 
amination revealed no painful abdominal area, no 
palpable mass, no glandular adenopathy. The ab- 
domen was flabby and relaxed, which suggested a 
possible gastric atony and ptosis, perhaps causing 
a sharp bend at the pyloroduodenal junction. Lab- 
oratory tests revealed a normal gastric acidity, a 
hypochromic iron deficiency anemia, normal blood 
chemistry for an individual of this age, and satis- 
factory kidney function. Roentgenologic examina- 
tion of the gastrointestinal tract with an opaque 
substance revealed a dilated and ptotic stomach, 
with no evidence of a definite lesion, though the 
pyloric sphincter was narrow, resulting in a 24- 
hour gastric retention. 

The first attempt at medical treatment was 
amazingly successful, though short-lived. The pa- 
tient was kept in bed, with the foot elevated 6 
inches, for 2 weeks. He was given a bland, high 
caloric and high vitamin diet, as well as liver and 
iron. Under this therapy he improved in weight, 
the vomiting ceased, the blood picture returned to 
normal, and he was able to resume his law practice. 

At the end of 6 months the vomiting, with all its 
associated symptoms, returned. Home treatment 
was without avail and the patient became weak and 
emaciated. When I saw him, several months later, 
he weighed only 82 pounds. Surgery was recom- 
mended, and exploratory laparotomy revealed no 
malignancy and no sign of scar, adhesions or ulcer, 
but instead a senile atrophy and contraction of the 
sphincter. A biopsied specimen of tissue was re- 
ported as negative for malignancy. 

The patient made an uneventful recovery and 
once more returned to his practice of law. In this 
case gastroscopic examination would have been 
helpful, but his weakened condition on the second 
visit made it inadvisable. Another similar case has 
recently come under my observation. 

It is in the second or atypical group of ulcer 
cases that we often meet our Waterloo. In many 
such cases to which the physician has applied the 
label of “neuro” the surgeon has demonstrated an 
ulcer. The symptomatology is atypical; apparently 
neurotic symptoms form the frame of the picture. 
and the x-ray report is the familiar “No gastro- 
intesinal pathology demonstrated.” We must bear 
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in mind, in handling such cases, that early, shallow 
and superficial ulcers cannot be visualized by 
roentgenologic examination. 

In this type of ulcer the gastroscopic examina- 
tion is of the greatest possible value. In my own 
gastroscopic studies. I have frequently demon- 
strated the presence of one or two, and sometimes 
even of three or four shallow gastric ulcers when 
the radiologist’s report has been negative. The 
gastroscope, unfortunately, is of little value in duo- 
denal ulcers, in which the x-ray is of the greatest 
help. 

The differentiation between gastric and ducdenal 
ulcers on the basis of history and physical exam- 
ination alone is correct in hardly 50% of the cases. 
Here, again, a careful study by x-ray is of the 
greatest value. 


DIAGNOSIS 

My personal diagnostic criteria may be expressed 
about as follows: A good history is essential. Ten- 
derness or localized pain on physical examination 
in both the recumbent and upright positions is 
corroborative. High gastric acidity may be present 
but is not essential. Achlorhydria can occur with 
evidence of gastric ulcer, but is very seldom pres- 
ent in duodenal ulcer. A radiologic demonstration 
of a deformity of the duodenal cap in a case of 
achylia gastrica usually denotes duodenal adhesions 
rather than ulcer. 

Occult blood in the gastric contents is important; 
it means that a source of bleeding is present. If 
the blood is constantly present it may spell malig- 
nancy, even in a very young subject. Hematemesis 
and melena are factors which must be carefully 
weighed. Persistent vomiting, especially of the 
vomitus consists of food eaten the previous day, 
means partial or complete pyloric obstruction. 

Roentgenologically a gastric ulcer can be iden- 
tified by a niche, a punched out area, a V-shaped 
or other deformity, alteration of normal peristaltic 
waves, and an area of opacity, due to greater con- 
centration of barium in the crater. An hour-glass 
deformity is sometimes observed and is always of 
importance. Careful fluoroscopic examination is 
of the utmost value. 


GASTROSCOPY 

Gastroscopy is now sufficiently well recognized to 
be a routine method of examination of the stomach. 
It ranks with radiology; it is not superior or in- 
ferior to it, but it is absolutely indispensable. This 
is the opinion of Duval’ of the University of Paris. 

Gastroscopy is not only of value in confirming 
the radiologic diagnosis of gastric ulcer; it also 
not infrequently demonstrates lesions not seen by 
the x-ray. In a personal series of 50 recent cases, 
the ulcer was seen by both roentgenologic and gas- 
troscopic examination in 38. In six cases roent- 
genologic examination was negative, but shallow, 
superficial lesions were seen gastroscopically, and 
in six other cases lesions were seen roentgenologi- 
cally which were not visible gastroscopically. It is 
clear that the two methods supplement each other. 
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Gastroscopy is of equal value in studying cases 
treated by gastroenterostomy. Four such cases 
were examined by gastroscopy and roentgenology. 
In one the x-ray was negative, but gastroscopy 
showed a marked hypertrophic erosive gastritis 
with hemorrhage. One was absolutely free of any 
sort of lesion by both methods. In one the stoma 
could not be located gastroscopically. The fourth 
case was negative by x-ray, but gastroscopically 
there was present a shallow marginal hematoma. 

In the usual case- of ulcer the accompanying 
changes in the mucosa can readily be visualized by 
gastroscopy, and this method is far superior to the 
x-ray for studying the stages of healing of a gastric 
ulcer. Gastroscopy is also useful in differentiating 
malignant from benign ulcer, though clinical and 
laboratory methods must also be employed. The 
benign ulcer is usually crater-like. The floor is 
whitish-yellow and after an acute hemorrhage is 
occasionally brownish or dark red. The edges are 
sharp or partly undermined. The adjacent mucosa 
may be normal or inflamed and converging folds 
may be seen. The carcinomatous ulcer has less 
sharp edges and the ulcer floor blends with the 
mucosa. The color, more frequently than in the 
benign ulcer, is brown, brownish-red, violet, gray, 
or dirty-looking. The entire ulcer lies on an ele- 
vation and the adjacent mucosa may be nodular. 

I recently had the experience of studying by gas- 
troscopy the stomach of a middle-aged female who 
complained of gastric disturbances. Roentgeno- 
logic examination showed on the greater curvature 
near the antral chamber a pouched-out area with 
irregular indentations suggestive of malignancy 
The radiologist suggested a gastroscopic study, by 
which the antrum and pylorus were easily located. 
The antral mucosa appeared normal. The func- 
tion of the sphincter was somewhat sluggish, prob- 
ably due to the atropine which had been given. In 
the preantral area on the greater curvature a small 
hemorrhagic area, about the size of a large pea, 
was visible, and not far from this area was a second 
similar lesion. In this double ulcer area the mu- 
cosa on the posterior wall was somewhat hyper- 
trophic but not infiltrated. At no area in the pars 
media was there any evidence of malignant in- 
filtration. The cardiac area was normal at depth 
three. The cooperation of the patient was ex- 
cellent and perfect visualization was obtained gas- 
troscopically. The evidence was in favor of ulcer 
against malignancy. 

Many other pathologic conditions may be the 
cause of epigastric pain and may mimic peptic 
ulcer. They include coronary thrombosis; tabetic 
crises; syphilis of the stomach or peptic ulcer in a 
luetic subject; reflex pylorospasm due to appendi- 
citis or gallbladder disease; uremic ulcer or pur- 
pura; postprandial pain and epigastric tenderness 
caused by an enlarged left lobe of the liver in myo- 
cardial insufficiency; pulmonary tuberculosis, which 
not infrequently begins with gastric symptoms; 
aneurysm of the abdominal aorta; epigastric her- 
nia; pancreatic disease. In all of these conditions 
there is time for careful differential diagnosis with 
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one exception, coronary thrombosis, which may 
simulate the picture of a perforated gastric ulcer. 
In coronary thrombosis the blood pressure drops 
and rales present at the pulmonary bases. In per- 
forated ulcer a previous history of digestive dis- 
turbances is obtained, there is marked rigidity of 
the recti muscles, shock is present, and the pneu- 
moperitoneum (which can be demonstrated by 
x-ray) produces shoulder pain and diaphragmatic 
irritation. 
THERAPY 

Turning to therapy, we meet the great stumbling 
block in the problem of peptic ulcer. Internists 
and surgeons have devised many plans of manage- 
ment, no one of which is perfect. Much has been 
done, but a great deal remains to be done before 
peptic ulcer can be classified as a curable disease. 

Before any peptic ulcer is treated, the host must 
be classified, the possible factors involved must be 
evaluated, and the location of the lesi-n must be 
recoilected. A gastric ulcer has malignant poten- 
tialities; a duodenal ulcer seems immune to ma- 
lignant degeneration. The late Charles Mayo once 
remarked that he never operated cn a duodenal 
ulcer until it was cured nine times medically. 

The rule should be to treat the individual first 
and the lesion second, since some ulcers have a 
constitutional origin. The forces of repair have a 
better chance to bridge the gap when the constitu- 
tional equilibrium has been established. The mass 
type of treatment is never satisfactory. 

The ambulatory form of treatment should be dis- 
couraged. Rest of both mind and body is essential 
in the treatment of an ulcer. Starvation diets 
should be avoided and none of the so-called injec- 
tion treatments is likely to be very reliable. 

The aims of ulcer therapy are: (1) Elimination 
and control of the factors consiijered responsible 
for the development and maintenanc? of the lesion. 
(2) Assistance in the process of regeneration by 
which new cells fill the gap left by the ulceration. 
(3) Maintenance of body nutrition. (4) Prevention 
of complications. (5) Facilitating the gastric and 
duodenal functions in the process of digestion. 
How can these objectives best be accomplished? 
By rest of the whole body, and, in particular the 
stomach; by neutralizing of excessive gastric acid- 
ity; by removal of stagnant gastric contents night 
and morning; by elimination of all foci of infection. 

My own opinion, bearing these essential aims in 
mind, is that even the mildest case of ulcer de- 
mands a rest in bed of at least 7 to 10 days before 
the ambulatory plan of treatment is instituted. In 
moderately severe or stubborn chrcnic cases the 
rest must last 4 to 6 weeks. Application of heat or 
cold to the epigastrium is not essential, but has a 
soothing physical effect and the additional psycho- 
logic effect of impressing the patient with the 
necessity of resting in bed. 


The diet must have three qualities: It must not 


excite the production of hydrochloric acid. It must 
have a high combining power with hydrochloric 
acid. 


It must leave the stomach rapidly and must 
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have no residue. The diet for a patient with a 
non-hemorrhagic and non-obstructive ulcer should 
consist of 1 quart of milk, 4 eggs, 8 ounces of cream, 
and 1 ounce of lactose, which should be kept cold. 
Cream must be eliminated if the patient has a fat 
intolerance. To this diet, which amounts to ap- 
proximately 1,500 calories per day, vitamins are 
added, vitamin C being of particular value in mini- 
mizing and relieving submucosal bleeding. Three 
ounces of the mixture are given each hour during 
the day from 7 a.m. to 7 p.m. Two feedings at 
night are sometimes given also. During the first 
week gastric lavage is practiced between 9 and 
10 p.m. 

During the second week of treatment fine gruels, 
custards, butter, pureed or creamed vegetables, 
cocoa, gelatin and milk toast are added. At the 
beginning of the third week scraped or minced 
beef, lamb chops or stewed fruit may be given. 
Thereafter the diet is gradually increased and is 
varied to suit the individual taste. For many 
months, or possibly a year, coarse food, spices, 
condiments, coffee, alcohol and tobacco are pro- 
hibited. Every patient, in addition, must be in- 
structed to lead a mode of life suitable to his ulcer. 

As to drugs, I personally use antispasmodics be- 
fore meals, with collodial aluminum hydroxide 
preparations three to six times dai'y after meals. I 
resort to alkalies only in occasional cases. Anemia 
is treated with iron salts and secondary liver frac- 
tion therapy, which is often employed parenterally. 
Regulation of the bowels is accomplished by min- 
eral oil, flushes, and similar simple measures. I have 
tried in a number of cases mucin, injection therapy, 
and the drip method of treatment, but have never 
been impressed by their great or essential merit. 

If no improvement follows the plan of treatment 
outlined after a reasonable lapse of time, I assume 
either that my diagnosis is incorrect or that I am 
dealing with a calloused or carcinomatous ulcer. 
The patient is given another roentgenologic exam- 
ination and gastroscopy is employed. The findings 
determine the subsequent treatment. 

The possible tragic consequences of peptic ulcer 
include perforation, hemorrhage, pyloric obstruc- 
tion and carcinomatous degeneration. To avert 
these consequences constant vigilance is necessary. 
The solution of the problem lies in early recogni- 
tion and intelligent management. 

Emergencies are met as they arise. Malignant 
degeneration, obstruction and perforation belong to 
the surgeon. On the other hand, I seldom place a 
bleeding ulcer either readily or cheerfully on the 
altar of surgery. My plan of attack in that emer- 
gency consists of morphia by hypodermic, ice bags, 
the Levin tube for continuous gastric drainage, 
blood transfusions, and the administration of soft 
food as early as is feasible. 

This plan of management is naturally not a 
panacea for all cases. There are always exceptions, 
and modifications of the regimen are often of more 
value than strict adherence to it. This is so obvious 
that I need not burden you with statistics. It 








370 SoUTHWESTERN MEDICINE 


be said, however, that the successes and failures of 
internists and surgeons can be proven only by an 
impartial follow-up, lasting from one to several 
years and based not only on careful history and 
physical examination but on the confirmatory evi- 
dence of radiologist and ga:troscopist. That all 
statistical studies meet these requirements I seri- 
ously doubt. 

In concluding my remarks, I again quote the 
words of Crohn: “To cure an ulcer under a given 
type of treatment that is based on rest and diet is 
an easy matter; to perpetuate that result is the 
problem. Recurrences are prone to follow sooner 
or later. Like the obstetric patient, few persons 
can long remember the distressed days and painful 
night of ulcer activity.”” The aphorism of a past 
generation, “Once an ulcer, always an ulcer,” is 
probably not inept. Barr" modifies it, “Once an 
ulcer, always a possible ulcer.” In the light of our 
present knowledge of ulcer management, we must 
agree with him. 

As to x-ray therapy for ulcer, I have had no per- 
sonal experience with it, and the literature seems 
to make it of only academic interest. Barr states, 
“There is no reason to expect that irradiation of an 
ulcer, per se, will promote connective tissue or sub- 
mucosal proliferation and healing.” 

The complications and therapy of peptic ulcer 
have necessarily been touched upon only casually 
in this paper. The general thereapeusis is well 
known to most physicians and is described in the 
better textbooks. A quotation from Ryle” will guide 
any physician who has a patient with a peptic ulcer 
under his care: 

“All surgeons and physicians who are handling 
this troublesome disease must always remember 
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that they are not, in fact, concerned with gastric 
or duodenal ulcer, the lesion, but with the ulcer, 
the disease, as it occurs and as it varies in indi- 
viduals of a special type and temper and differing 
daily circumstances. In each case, briefly, judg- 
ment must be based not only upon the presence of 
the ulcer but upon a proper understanding of the 
whole patient and the whole disease.” 


To that statement I may add one of my own:" 
“When the Great Master will alter the present 
status of life in a most restless universe, then only 
will the human genius conceive a perfect scheme 
for control or cure of the much dreaded affliction, 
gastric and duodenal ulcer.” 


150 Baronne St. 
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Food Poisoning Due to Aerobacter Cloacae 
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BANANA pie that was manufactured by a 

Tucson baker was purchased by a resident of 
Nogales, Arizona, on the afternoon of June 20, 1937. 
Small portions of the pie were consumed by the 
Nogales resident and her husband; the husband 
ate a larger portion than the wife. 

Within 24% hours after the ingestion of the pie, 
the husband was awakened by a terrible nausea, 
which was followed by frequent violent vomiting, 
which lasted about 2 hours, when severe abdominal 
cramps appeared, followed by profuse watery diar- 
rhea. The cramps and diarrhea lasted about 6 
hours. The patient had approximately 30 bowel 
movements during this time. 

The wife became ill about 45 minutes after the 


husband. She had exactly the same train of 
symptoms as the husband, but was not as violently 
ill. Both patients were weak 7 days later. Al- 
though they were hungry, they had no appetite be- 
cause all food tasted flat. 


After a study of their diet, the banana pie came 
under suspicion. A small portion remained, which 
was sent to the Arizona State Laboratory. 


Microscopic examination of smears prepared from 
the pie revealed the presence of large numbers of 
Gram negative bacilli in the custard filling. Por- 
tions of the custard filling were used to inoculate 
tubes of lactose broth and plates of nutrient and 
eosine-methylene blue agar. After 16 hours there 
was no gas in the lactose broth, and the predom- 
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inant organisms were colorless colonies of Gram 
negative bacilli or eosine-methylene blue agar. Few 
other colonies were observed. 

Several typical colonies were inoculated into cul- 
ture media and the cultures were incubated at 37 
degrees C. After 24 hours, acid and gas were pres- 
ent in the following carbohydrates: mannitol, sali- 
cin, xylose, galactose, dextrose, rhamnose, levulose 
and sucrose. The bacteria were motile. At the end 
of 5 days gelatin had not been liquified, litmus milk 
was alkaline and there had been no action on 
lactose and inulin. Indol was not formed. 

Attempts to classify these organisms according to 
Bergey' placed them in the genus Proteus, and, in 
general, the cultural characteristics agreed fairly 
well with those of Proteus asiaticus, although 
agreement was not complete. 

These bacteria were not agglutinated by anti- 
typhoid, anti-paratyphoid (A and B) and anti- 
dysentery (polyvalent) serum. Other antisera were 
not available. 

Blood specimens were secured from the patients 
on the second day of illness. Blood cultures were 
negative. The patients’ sera did not agglutinate 
the antigens of typhoid (“H” and “O”) or para- 
typhoid (A and B). The sera did not agglutinate 
the organisms which had been isolated from the 
pie. 

Several weeks later a stool specimen was sub- 
mitted for a patient who lived in another part of 
Arizona. This patient, who had not been connected 
in any manner with the two cases just mentioned, 
had been ill for several weeks. A tentative diag- 
nosis of typhoid had been made, but blood cultures 
were negative and the serum of this patient did not 
agglutinate the antigens of typhoid (“H” and “O”) 
or paratyphoid (A and B). Bacteria were isolated 
from the stool of this patient which were culturally 
identical to those which had been isolated from the 
banana pie. Serum from this patient agglutinated, 
in high titers, the organisms which had been iso- 
lated from his own stool and those which had been 
isolated from the banana pie. 

In order to determine to what extent these ag- 
glutinins might occur normally, a series of approxi- 
mately 50 sera were selected from specimens which 
had been submitted to our laboratory. All of these 
specimens had been submitted for the laboratory 
diagnosis of syphilis, consequently there was no 
suspicion of enteric infection at the time the speci- 
mens were taken. None of these sera agglutinated 
the bacteria which had been isolated from the pa- 
tient or from the banana pie. This would indicate 
that agglutinins were not common for the bacteria 
which we had tentatively identified as Proteus 
asiaticus. 

Some time later, an article by Alves’ came to our 
attention, in which it was stated that Proteus 
asiaticus is probably a late lactose fermenting 
strain of Escherichia coli. 

These cultures were then referred to Mr. Carl 
Prince, who at that time was engaged in a study 
of late-lactose fermenters. The results are:* 
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Acid and gas present in the following sugars 
after 24 hours at 37 degrees C.: dextrose, sucrose, 
maltose, mannitol, xylose, arabinose, trehalose and 
raffinose. 

Inositol and dulcitol became alkaline. 
gas were not produced after 30 days. 

Acid and gas were produced in salicin after 48 
hours. 

Litmus milk was slightly acid after 3 days and 
Was coagulated at 10 days. 

Gelatin was slowly liquefied after 10 days. Lique- 
faction was crateriform, becoming stratiform. 

Starch was not hydrolyzed, indol was not formed, 
nitrates were reduced to nitrites. The production 
of H.S was questionable. 

Lactose was alkaline, but acid and gas appeared 
after 5 to 10 days. The methyl red test was nega- 
tive, and the V-P test was positive. 


Acid and 


The production of acid and gas from lactose re- 
moved these organisms from the genus Proteus. 
According to the fifth edition of Bergey’® they were 
placed in the family Enterobacteriaceae, Tribe I, 
Eschericheae. Since the methyl red test was nega- 
tive and the Voges-Proskauer test was positive, 
they were placed in the genus Aerobacter, and 
were identified as Aerobacter cloacae. 


According to Tanner,’ Aerobacter cloacae has not 
been frequently incriminated in outbreaks of food 
poisoning. Buchanan and Megrail’ reported two 
outbreaks of food poisoning caused by custard 
puffs. The causative organisms were tentatively 
identified as Proteus vulgaris, but it was noted that 
the cultures fermented lactose by the fourth or 
fifth day. The organisms were subsequently iden- 
tified as Aerobacter cloacae. They point out that 
some of the outbreaks attributed to the genus 
Proteus may have been due to late lactose ferment- 
ing organisms, and this was probably overlooked 
because investigators did not carry their cultures 
long enough to detect the delayed fermentation of 
lactose. 


Gilbert, Coleman and Laviano" studied an out- 
break of gastroenteritis in which some 125 persons 
were involved. They proved that cream puffs and 
chocolate eclairs were responsible and they isolated 
bacteria of the cloacae-aerogenes group, which pro- 
duced growth products which were toxic for ex- 
perimental animals. 


The symptoms described by Gilbert’ were prac- 
tically identical to those of our patients who ate the 
banana pie. Gilbert mentions that in the outbreak 
which she studied, some of the persons who ate 
the pastry noted a metallic or gaseous taste. One 
of our patients mentioned a metallic taste, and at 
the time the pie was submitted tests for chemical 
poisons were made. All tests were negative. 


Although laboratory facilities did not permit 
further study of the organisms which were isolated 
from the pie, in view of the reports cited above, 
it seems that the illness was caused by Aerobacter 
cloacae. These organisms are not usually consid- 
ered as pathogens, but these experiences, and the 
fact that we frequently isolate them in cases of 


*We are indebted to Dr. Mary E. Caldwell and Mr. 
Prince for these results. 


Carl 
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enteric infections, strongly suggest the possibility 
that at times they may be pathogenic. 


The absence of agglutinins in the sera of the pa- 
tients who ate the banana pie may be due to the 
fact that the specimens were secured before the 
appearance of agglutinins. In view of Gilbert’s in- 
vestigation, however, it appears that illness may be 
due to a toxic product of Aerobacter cloacae. In 
this case, agglutinins for Aerobacter cloacae would 
probably not be produced. The patient whose sera 
did agglutinate these cultures of Aerobacter cloacae 
had been ill for several weeks, so there had been 
sufficient time for the production of antibodies. 


An inspection of the bakery showed that it was 
clean, and that equipment was maintained in a 
very sanitary condition; no objectionable practices 
were observed. An interesting observation is that 
although the incriminated pie was one of a large 
number produced at the same time, no other cases 
of food poisoning were reported. 


Bacteria suspected as enteric pathogens are fre- 
quently isolated, but in many cases identification 
is not made. The common enteric pathogens do 
not ferment lactose, so delayed lactose formation 
will result in an incorrect classification. Jordan‘ 
has stated that “late” or “slow” lactose fermenters 
“. . . instead of fermentation lactose promptly (24 
hours) show no production of acid and gas until 
after 4 to 7 days or longer. These late lactose fer- 
menters, if cultures are not incubated for a suffi- 
ciently long period, may, on a preliminary examina- 
tion, resemble the non-lactose fermenting Salmon- 
ella, and in hasty work are sometimes mistaken 
for the latter. Like other members of the large coli 
group, the late lactose fermenters have some patho- 
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genic power and have been found associated with 
various pathologic conditions.” 

In many cases, the extension of the incubation 
period and the employment of more extensive 
methods would result in the detection of slow lac- 
tose fermenters. The probability of correct identi- 
fications should be greatly increased, which, in 
turn, might result in valuable contributions to our 
present conflicting knowledge of the pathogenic 
powers of late lactose fermenters. 


SUMMARY 

Organisms were isolated from a banana pie 
which was suspected as being responsible for two 
cases of food poisoning. 

These organisms had been tentatively identified 
as Proteus asiaticus, but further investigation re- 
vealed that they produced acid and gas from lac- 
tose after 5 to 10 days. The bacteria were identi- 
fied as Aerobacter cloacae. 

The significance of late lactose fermentation is 
briefly discussed. 





* Arizona State Laboratory, Tucson, Arizona. 
** Gebler Building, Nogales, Arizona. 
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Narcolepsy 
(Case Report) 


JOHN W. MYERS, M.D. 
Albuquerque, New Mexico 


ARCOLEPSY or Gelineau’s syndrome, so-called 
because it was early described by this man, 
is felt by Adie to be a definite disease entity. On 
the other hand, Wilson’ looks upon it as simply a 
disturbance in sleep rythm and no more a disease 
entity than epilepsy. In any case, we may look 
upon it as a definite syndrome characterized by 
transient attacks of brief sleep and transient at- 
tacks of loss of muscular tone, following an emo- 
tional situation, causing the patient to slump to the 
floor without loss of consciousness. 

The literature was summarized in 1934 by Dan- 
iels,, who added several cases to those previously 
reported. Of 36 cases reported, 30 were males and 
6 females. Wilson classified the narcolepsies as 
follows: (1) recurring attacks of sleep during the 
day, with or without attacks of tonelessness; (2) 
attacks of sleep of longer duration, the day and 
night sleep merging together, or continuous sleep. 





The patient typically has a sleepy look and ex- 
hibits a certain inertia. If let alone during the 
day he will fall asleep for varying periods of time; 
however, he is usually able to carry on at some 
sort of active work. Some patients have been de- 
scribed who sleep standing up or while walking 
along the street, awakening when they come to the 
curb. The sleep may be abrupt in onset without 
the usual feeling of sleepiness which precedes nor- 
mal sleep. They rarely injure themselves in the 
cataplectic attacks. Some patients experience at- 
tacks of morbid hunger. The attacks of toneless- 
ness usually follows some emotion such as amuse- 
ment, laughter, fright or anger, and they may vary 
in the same patient from a simple weakness of the 
knees to an overpowering weakness causing them 
to sink to the floor. The cataplectic attacks or 
the attacks of sleep may occur without any stimu- 
lus, and Wilson remarks that he feels both may be 
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due to the same common factor. The relation of 
this syndrome to epilepsy is unknown, but it is to 
be remarked that their association is infrequent. 
Possible etiological factors may include: 

Endocrine factors. 

Psychopathology. 

Trauma. 

. Epilepsy. 

Toxic infective states—encephalitis. 
Circulatory. 

Tumors. 

. Idiopathic. 


The pathology of this condition has not been 
worked out, inasmuch as no necropsied cases have 
been reported. A lesoin in the subthalamic region 
or the floor of the third ventricle has been sug- 
cested, possibly on the basis of the fact that tumors 
in the region of the third ventricle have produced 
pathological sleep states. 

Treatment of this condition is essentially symp- 
tomatic. Ephedrine was used heretofore with mod- 
erate success. More recently benzedrine has been 
used and with much more success. 


CASE REPORT 

Mrs. M., age 39, was brought to the office by her 
husband, who complained, ‘“‘she sleeps much of the 
day and she has an enormous appetite, never seems 
to get enough to eat; she is emotionally unstable 
and quite irritable. Recently she has become sus- 
picious, and sometimes she seems to hear things 
when there is nothing there. She is confused by 
spells and wanders away. A few days ago she dis- 
appeared and we found her hours later about 4 
miles from home. In the past few months she has 
had periods of depression and crying spells.” 

Patient is native born; family and early personal 
history are not pertinent; no history of any nervous 
or mental disturbances in family or antecedents. 
She received an eighth grade education and mar- 
ried at age 25. There are no children. The pa- 
tient herself gives the history that she was a nor- 
mal, energetic, outgoing girl up to about 16 years 
of age, then something seemed to happen causing 
a change in her personality. Since about age 16 
she has been “draggy, no pep, can hardly make 
myself go.’”’ She gives a history of frequent colds 
and several attacks of influenza throughout her 
life, but does not recall any definite illness or febrile 
disturbance about age 16. The episodes of sleepi- 
ness and loss of muscular tone were of indefinite 
onset; she is sure they were present in lesser de- 
gree before the age of 20, then gradually increasing 
in severity to about age 30. There has been little 
change in the past five years except that she has 
grown more irritable and tends to be more sus- 
picious of her husband and surroundings. 

Neurological Examination: Reveals no evidence 
of organic involvement of the central nervous sys- 
tem other than slightly sluggish pupillary reaction. 
Laboratory procedures are entirely negative, in- 
cluding blood and spinal fluid serology. There is 
nothing in the patient’s appearance or physical 
picture suggesting Parkinsonism. 

Psychiatric Examinations The patient has good 
insight into her disability. She gives the above his- 
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tory in an intelligible, straightforward fashion; 
says she realizes that she is quite irritable and that 
she makes life miserable for her husband, though 
she doesn’t know why, and she is unable to control 
her temper outbursts. She tells of irregular menses 
for the past 6 months and of missing the last 
period. In recent years she has been able to carry 
on with her housework under considerable diffi- 
culty. Says she doesn’t need a maid for her small 
home, but if she doesn’t have a maid about, she 
finds herself sitting about the house, sleeping for 
short periods throughout the day. She sleeps nor- 
mally at night except she feels she needs 10 hours 
or more. The sleepy spells come on any time of 
day, most noticeably when there is nobody about 
or when she has no urgent duties to perform. There 
is usually no accompanying tonelessness unless 
there be a definite emotional stimulus. Following 
such a stimulus, however, the tonelessness and the 
sleepiness come together. She says the spells of 
tonelessness are always preceded by some emo- 
tional situation and always accompanied by sleepi- 
ness or extreme lassitude, but the converse is not 
true. The attacks of sleep occur frequently through- 
out every day, but she may do many days without 
a cataplectic attack. She says she has learned that 
any emotion is apt to bring on one of her weak 
spells and she has learned to steel herself against 
emotional experiences. She can go to an amusing 
movie, and while those about her laugh, she is able 
to control her laughter so as to prevent a weak 
spell. Should she have one of these spells in a 
movie, her entire body becomes limp, her head falls 
to one side, and she is unable to raise a hand. She 
remarks that her appetite is never satisfied; she 
can eat all day long and most of the night. 


SUMMARY AND REMARKS 


This case represents a rather typical narcolepsy, 
possibly on the basis of an early encephalitis or a 
chronic encephalitis process. She was placed on 
estrogen and small doses of thyroid; also 5 milli- 
grams of benzedrine three times daily. She re- 
ported that within 24 hours her attacks of sleepi- 
ness were much improved and she had had no cata- 
plectic attack. Benzedrine was increased to 10 
milligrams, following which both the attacks of 
sleepiness and weakness were controlled. 

This case is interesting from the standpoint that 
the patient based the onset from age 16, which 
would take us back to 1917-1918. It is to be re- 
called that this was the date of the great epidemic 
of encephalitis in the United States. It is perhaps 
significant that benzedrine in narcolepsy as in 
chronic encephalitis is apt to control a certain por- 
tion of the symptomatology while having no effect 
upon the behavior disturbances. In this case the 
patient’s periods of irritability and temper out- 
bursts continued in spite of the above mentioned 
improvement. 


First National Bank Bide. 
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PRACTICE PROTECTION 


Recently compiled by the Medical Preparedness 
Committee was a set of questions and their answers. 
Here are two pertinent: 


How can the practice of a physician doing mili- 
tary service be protected? The answer to this 
problem lies in the humanity and morality of his 
colleagues. No federal regulation can solve it. In 
the smaller communities, the doctors who remain 
at home may agree to care for his patients and 
turn the fees over to his family, and deliver his 
patients to him on his return from service. This 
is being done in many small communities. In 
larger communities, the problem is more compli- 
cated. The five counties comprising Greater New 
York have set up a fund. When a doctor leaves 
for service, he notifies his county society that he is 
going. The other doctors then take care of his pa- 
tients and turn the fees in to this fund. They are 
allowed a small percentage of the fee in some in- 
stances for their overhead, but it would not exceed 
5%. The money accumulated in the fund is paid 
to the physician or his family, as he may direct. 
This is a realistic approach to solution of the 
problem. 


What is the function of the county medical so- 
c.ety in medical preparedness? Every county med- 
ical society has been asked to appoint a Committee 
on Medical Preparedness. This committee could 
and should survey the medical resources of the 
county, and make a confidential report to the draft 
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board as to which physicians cannot be spared 
from the community without endangering its 
health. It should also be responsible for protecting 
the practice of the physician who is called for 
service. An active committee can do much to safe- 
guard the interests not only of the civilian popula- 
tion but also of the doctor who is called into 
service, and the defense program as well. 





FOOTBALL INJURIES 

Stingent rules of play, improved equipment and 
rigid systems of physical conditioning serve to 
safeguard today’s football player against injury. 
These safety measures may be nullified by inade- 
quate medical supervision during play or practice. 
It takes a strong-willed coach to resist sending in 
his injured star passer when dear Alma M. is a 
touchdown behind in the last two minutes, the 
crowd is yelling, the clock is ticking, and next 
year’s contract depends on winning the close con- 
test. Too often, the boy does go in, to be injured 
perhaps for life. It should not be left to the coach 
to say whether this boy plays or not. It is not fair 
to him or the player. Final authority as to who 
should or should not play at any given moment 
should rest with the team physician. Only he can 
be in position to judge the player’s physical condi- 
tion. Only he has the right to assume final re- 
sponsibility for the physical welfare of the players. 

Most organized games now have a physician in 
attendance. Rules of the El Paso school system 
forbid a scheduled game beginning until the team 
physician is on the field. Yet, what real good is 
his presence unless he has absolute veto over the 
desires of the coach to send into the fray players 
who may be injured? What may appear to be a 
trivial injury to an anxious, excited coach may well 
be a matter of serious consequence to the player 
and his physician. Study of the problem of foot- 
ball injuries has led to conclusions and findings 
which, applied thoroughly, have greatly lessened all 
manner of injuries, minor and serious, incurred on 
the field of practice and play. Today most injuries 
are known to occur on the nation’s sand lots, where 
training and play are not medically supervised. 

Few coaches would be guilty of sending an in- 
jured boy in to play. But there are persons who 
would do just about anything to win a game, and 
to hell with the consequences. For the sake of the 
grand old game and the boys who play it, the 
power of veto over such coaches’ desires should 
rest irrevocably with the team physician. 





WILLIAM H. WOOLSTON, M. D. 

At the 26th Annual Session of the Southwestern 
Medical Association, at Tucson, Arizona, November 
21, 1940, Dr. William H. Woolston, of Albuquerque, 
New Mexico, was elevated to the Presidency. He 
succeeds Dr. Orville E. Egbert, of El Paso, Texas. 

Dr. Woolston was born in Geneva, Illinois, Jan- 
uary 18, 1891. He graduated from the Geneva High 
School and later attended the Cornell University 








a 


YF or we FS lem 


“om rw VT Be YF Se 


we Vee w@ 


= ( Sh ee YS 











November, 1940 


at Ithaca for one year. He received his A. B. de- 
gree from the University of Illinois in 1913 and 
received his M. D. degree in 1915 from the North- 
western University. Dr. Woolston served his in- 
ternship from 1915 to 1917 at the Cook County 
Hospital, Chicago, Illinois. During this time six 
months special internship on patholagy was in- 
cluded. 

From 1917 to 1919 Dr. Woolston served with the 
A. E. F. Base Hospital 36, as a member of the Sur- 
gical Team with Evacuation Hospital Number 4. 

Dr. Woolston took special training in surgery as 
assistant to Dr. Allen B. Kanavel, Chicago, from 
1919 through 1922. He also studied urology under 


Dr. Wm. Senn, of Chicago, during 1920 and 1921. 


” He spent part of 1922 as instructor in surgery at 


Northwestern University School of Medicine. 

Late in 1922 Dr. Woolston moved to Albuquerque, 
New Mexico, where he has been engaged in the 
practice of general surgery since 1923. 

In February, 1922, Dr. Woolston married Miss 
Alice M. Gilmore. 

Dr. Woolston is a member of the following med- 
ical associations: 

Alpha Omega Alpha, American Medical Associa- 
tion, New Mexico State Medical Society, Bernalillo 
County Medical Society, Southwestern Medical As- 
sociation, American College of Surgeons and the 
Alpha Kappa Kappa medical fraternity. He be- 
longs to the following non-medical associations: 
Ballut Abyad Shrine and Phi Delta Theta Fra- 
ternity. 
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WHY SPECIALTY BOARDS? 


For some time there has been developing an un- 
dercurrent of sullen, often just criticism of the 
conduct and standards of certain of the specialty 
examining boards. In some quarters the opinion is 
that too much politics enter into selection of suc- 
cessful candidates for the diplomas granted by 
these boards. It has been said, too, that the found- 
ers and early diplomates have, in a few instances, 
conspired to make it almost impossible for any but 
a research fellow or a teacher to pass the examina- 
tions. It is pointed out that, in the final analysis, 
the only purpose of these boards is to certify that 
a candidate is basically qualified to practice on 
human beings the specialty he professes. 

Yet, whether any or all of the cited objections 
are valid, there does appear to be another side to 
the picture. It may be illustrated rather vividly by 
a recent occurrence in one of the “approved” hos- 
pitals of this territory. A young physician was 
called to consult with a practitioner who had not 
read a book or a medical journal or attended a 
formal medical meeting since he graduated from a 
class B school some 20 years ago. The case was an 
obscure, acute pelvic condition. The young con- 
sultant had been in practice but one year, follow- 
ing a general rotating internship of 12 months. In 
his wisdom he decided to operate for an abdominal 
pregnancy. He was not qualified, by experience, 
training or certification, to undertake the care of 
such a case as cited. The outcome is best left 
untold. 

This may be hanging dirty linen on the lines, 
and it certainly does not often happen. But the 
moral is plain—unless medical men regulate them- 
selves even more stringently, boards or no boards, 
some other agency must! 


WINTER IN THE SOUTHWEST 


Now in the North lie banks and ridges of clean, 
white snow—cold, beautiful in the woods. Out of a 
leaden sky, the first flake of the new winter danced 
silently earthward not long ago. Caught by little 
eddies it flew now here, now there, always down- 
ward to its journey’s end beside a field stone or the 
brown stalk of a flower or a milkweed. Soon its 
fellows trooped quietly in greater and greater num- 
bers out of the gray, smoky clouds blanketing the 
dull brown earth below. And, in a little time, the 
low places in the valleys were a magical white. 
Searching fingers of matted flakes pushed daintily 
into water’s edge of tiny brooks and ponds. Some 
floated as fairy boats in the quiet water. Birds 
tucked their heads under wings, sought their shel- 
ter in thick evergreen boughs, stopped their noisy 
calls, only cheeped sleepily as their fellows shifted 
uneasily in their state of a half-sleep. So has a 
winter rest come again to forest and field. In city 
streets there is wetness—cold, half-melted snow 
mixed with soot and street dirt into a dirty, form- 
less mess. And city dwellers come home in the 
early dark with wet feet, wet clothing, and shaking 
chills. Colds come, sinuses are inflamed, pneu- 
monia and diphtheria increase in incidence. Sick- 
ness and death are on the march again. 

But there is a land where a bright sun lights up 
the blue mountains, the yellow desert and green 
watered valleys. It is the Southwest, where snow 
and slush and wet, cold mud are not known. Dry, 
warm sunshine calls to earth’s peoples and animals 
to come out and live exultantly under clear skies. 
Not so many folk are sick in the Southwest winter. 
In increasing numbers people of the North are mi- 
grating to the Southwest for the winter season. 
Any physician of this land can tell any chamber of 
commerce plenty of reasons for such migration. 
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ARIZONA MEDICAL HISTORY 


The protracted illness of Dr. Orville H. Brown, 
the Historian of the Arizona State Medical Associ- 
ation, has led him to turn over to the Association 
office and the History Committee the large volume 
of material which he has been laboriously ac- 
cumulating for the past twenty years. With this 
material he has made a report given below, with- 
out abridgement. This is done for two reasons; in 
acknowledgement of Dr. Brown’s invaluable ser- 
vices in this connection, and because his report 
makes suggestions which should be carefully read 
and put into effect in every county society and 
Medical Auxiliary of the state—W. W. W. 





HISTORICAL DATA ON ARIZONA 
PHYSICIANS 


ORVILLE HARRY BROWN, M.D. 
Phoeniz, Arizona 


N the archives of the Arizona State Medical As- 
sociation there is now data upon most physi- 
cians who have ever practiced their profession in 
the state. Even physicians of the Army, the In- 
dian Service and the Veterans Bureau have been 
included. These data have been accumulated dur- 
ing the past 15 to 20 years, first in spare time as 
a self-appointed duty and as a hobby, and in more 
recent years as historian and chairman of the his- 
tory Committee of the Association. 

It is my belief that physicians generally rate pre- 
served records of their lives. Then, too, may not 
the knowledge, that such a record is being kept, 
be stimulating to the worthy accomplishments 
and deterring to the unworthy ones for the mem- 
bers of our profession? This question is an after- 
thought and was no part of my original motive. 
As I said at one time physicians themselves should 
see to it that their deeds—medical] especially— of 
which they are proud should be filed with the his- 
torian; the unsavory events of their lives will reach 
the columns of newspapers and hence be available 
to historians. Good deeds are not likely to be her- 
alded so publicly unless, I repeat, physicians them- 
selves do it. Modesty should not prevent one’s 
smothering his regretful record with his prideful 
one. 


The material in the archives fills about seven 
or eight ordinary typewriter-paper boxes, Each 
physician who is known to have been in the state 
at any time to practice medicine is supposed to 
have one or more sheets of ordinary typewriter 
paper with facts about him thereupon. My prac- 
tice has been to send a stenographer to the office 
of the secretary of the board of medical examiners 
from time to time to obtain all facts in his files, 


regarding physicians who have been licensed by 
the board to practice medicine in the state. The 
facts for physicians who have been admitted in the 
past few years have not yet been obtained. This 
should be attended to in the near future to bring 
this part of the work up to date. 


Up to the time of the tenure of office of Dr. J. H. 
Patterson, as Secretary of the Board of Medical 
Examiners, it was the custom to discard certain of 
the data, filed with the board at the time a physi- 
cian applied for license, after it had been kept a 
reasonable length of time. The present incumbent, 
I am happy to say, is preserving all material in- 
cluding photographs. It is a shame that the former 
secretaries did not do the same. 


Since the positions on the board of examiners 
are political and hence shifting from time to time, 
the policies of the secretary and the board are apt 
to change. On this account it would seem the part 
of wisdom to make some arrangement with the 
board whereby all data not necessary for the board 
to preserve permanently, would be deposited soon- 
er or later with the office of the Arizona State 
Medical Association—especially since this organi- 
zation has permanent headquarters and a secre- 
tary for the office. By this arrangement the data 
could be preserved for all time with little likeli- 
hood of destruction and be available for any legiti- 
mate purpose. 


Another source utilized by me for obtaining facts 
about our physicians was to ask each to fill out 
a blank about himself. Some have not done this 
and should be asked again, as often as necessary, 
to fill out the blanks. This method is good as far 
as it goes; the blank obtains sketchy, general in- 
formation. It partially fails in its purpose mainly 
because of the innate modesty of physicians who 
almost invariably give the fewest facts possible 
about themselves instead of the most. The ideal 
program would be to have each physician write an 
autobiography of one to several pages about him- 
self, such, for example, as he would wish to have 
said of him in his obituary. Writers of obiituaries 
often meet difficulties in finding facts about de- 
ceased physicians. Editors generally are painfully 
aware of this, not because there are not plenty of 
facts to relate but because those facts have been 
kept secret. 


The various biographical volumes which have 
been issued from time to time in the state have 
supplied many facts about a goodly number of 
physicians. Whenever such a volume is discovered 
it should be checked to ascertain if the facts about 
physicians contained in it have been transferred 
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LEGISLATIVE ASPECTS 


LECTION is now over and the chosen officials will be busy outlining their 

legislative program for the coming winter. There will doubtless be numer- 

ous measures before the leg'slature relating to health. From pre-election cam- 

paign discussions there will undoubtedly be measures introduced relating to 
silicosis and to public health in its administrative and executive aspects. 


The Association Committee on Public Policy and Legislation will be pre- 
pared to take part in a constructive manner in such legislative activities as it 
is pre-supposed that the medical profession, through its organization and com- 
mittees, will be called on for its opinions in any and all matters relating to 
health. 


In the November issue of our BULLETIN, there was printed in full a copy 
of a public health law recently enacted in Ohio, with comments from the 
committee as to the adaptability of this law in Arizona. Copies of this law are 
being mailed all members of the legislature prior to its session, as well as to 
other state officials and heads of various civic organizations interested in a 
sound public health measure for Arizona. The committee is presenting this 
measure, not as its sole and final opinion on a public health measure for this 
state, but as a sound basis upon which to draft one. It could, however, be 
easily amended to fit the code of this state, and be adopted in all its major 
principles and serve this state well as an administrative measure. 


As to silicosis, this is a problem of far-reaching aspects. The Committee 
on Industrial Health, as well as the Committee on Public Policy and Legisla- 
tion, will have recommendations to offer for such a measure. 


Measures are also anticipated relative to control of venereal disease, espe- 
cially as relates to pre-marital laws and to the expectant mother. 


All of these health measures will have the interest and attention of the As- 
sociation through its various committees. 


The membership is invited and urged to send in any opinions they may 
have on any of these anticipated health measures, or on others they feel should 
be introduced and enacted. Again, we urge your opinions and recommendations. 


Fraternally yours, 


P roman ie 


PRESIDENT, 
ARIZONA STATE MEDICAL ASSOCIATION. 
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to the pages within our files. I think, in the main, 
these have been exhausted. 


Information, about physicians who passed on 
decades ago, has been difficult to acquire and of 
course is extremely sketchy. In many cases there 
is mere mention that a certain physician was at a 
certain place at a certain time or some such rec- 
ord. These data have been obtained from a variety 
of sources, such as old newspaper files, historical 
novels, books of histories, etc. I have read many 
newspapers and books dealing with early Arizona 
history and whenever I found the name of a physi- 
cian I made note of it. For example, in the ac- 
count of the Oatman family massacre which took 
place southwest of Phoenix, mention is made of a 
Dr. LeCount. We do not know whether he lived in 
the state or was merely passing through. Perhaps 
some day more light on him will be revealed. 
There are many similar instances. 


Mrs. Alice Hewins, who has done much library 
work upon early Arizona history, has meticulously 
kept notes about the physicians she has found 
mentioned. Her notes are in the files but not al- 
ways properly “posted’’. James M. Barney has sup- 
plied many facts about physicians from his read- 
ing and from his memory. The late Dr. William 
Vincent Whitmore, of Tucson, did splendid work 
in gathering biographical data about present and 
former Pima County physicians. Had we a man 
in each county with the same devotion to and ap- 
preciation of the cause as he had, our files would 
be replete with valuable material upon a much 
larger number of physicians than now prevails. 
Drs. L. A. W. Burtch and James E. Drane have 
contributed important information. 

Current newspapers over the past years have 
supplied many—literally hundreds—of news items 
about physicians; many are relatively unimportant 
as far as can be told at present. Who is to say, 
however, what item the future historian will say 
is or is not significant. The unfortunate feature is 
that my collection of newspaper clippings in the 
main, concern physicians of Maricopa county. This 
was because I did not have access to newspapers 
from other parts of the state and I was not able 
to interest physicians in other parts of the state 
in gathering such clippings. I believe that if the 
matter were properly presented to the Medical 
Auxiliary its members might be prevailed upon to 
attend to this. It should be done or at least at- 
tempted. The twenty and forty years, or other, 
period items commonly run in our newspapers 
should be regularly scanned and items about physi- 
cians clipped. It is important that all such clip- 
pings be properly dated. 

A source of news items, which has not yet been 
tapped are the files of Southwestern Medicine. 
For years news items have been carried in these 
columns by the various editors notably by Dr. 
Warner Watkins and by myself. These items 
should be methodically searched for and when 
found recorded in the proper places. Programs 
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and announcements which I have kept and others 
in the files of the office of the Arizona State Med- 
ical Association should be examined and the in- 
formation found therein should be “posted” in the 
proper places. 

Among the boxes being placed in the archives 
are two or three filled with data of all sorts which 
have not yet been classified and sorted; they should 
be classified alphabetically and then by names and 
chronology. These should be “posted” irrespec- 
tive of their apparent importance. In the files are 
many photographs of physicians of the state; these 
should be properly filed. Those physicians who 
have not supplied photographs of themselves should 
be pressed to do so—as often as necessary to get 
results. 

I appeal to all physicians to assist in this work. 
Do not permit modesty to stand in the way. 

That my work with this is finished I am not 
willing to concede; but it is interrupted. May the 
material be found by me, after a time, in much 
better order than I have been able to give it. 


THE HOSPITAL LABORATORY 


DR. O. O. WILLIAMS 
Pathologist, St. Joseph’s Hospital, Phoenix 


In keeping with the type of program previously 
presented before the Staff, I wish to summarize 
the work done in the laboratory during the past 
year beginning with July 1, 1939. During this past 
year there have been considerable changes made 
in the hospital laboratory. These changes have 
been brought about for the purpose of having the 
equipment and personnel available within the hos- 
pital to do all types of diagnostic laboratory work. 

It has been stated numerous times that approxi- 
mately five years is required to develop a labor- 
atory to its fullest functional efficiency consist- 
ent with good medical practice. In the absence 
of endowments an even longer time is required for 
the institution of a program of research. Fortu- 
nately, when the present expansion began in April, 
1939, a well organized laboratory in the hospital 
was already functioning satisfactorily. This was 
supervised by a capable pathologist and was ad- 
ministered by good technicians. With this organ- 
ization as a nucleus, the task for adding additional 
departments was much less difficult. As a result 
many diagnostic procedures now are undertaken 
by the hospital laboratory, which if there had been 
no laboratory present, would have taken a consid- 
erably longer period of time to develop. 

Within the past year the laboratory has been 
to a certain extent departmentalized. A department 
of chemistry has been established and equipped 
with both capable personnel and sufficient mate- 
rial for the performing of the usual diagnostic 
chemical procedures and many unusual chemical 
analyses. These include N. P.'N., Urea, Urea Clear- 
ance, Glucose, Creatinine, Serum protein, Choleste- 
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rol, Calcium, Chlorides, Gastric analysis, and other 
blood and urine chemical determinations. It has 
also been equipped for the determination of the 
blood and urine concentration of the Sulpha com- 
pounds, and blood Vitamin C. 


The bacteriology and Serology departments have 
advanced to a more efficient status. The present 
bacteriological identification or pathogenic bacteria 
can be made with certainty in most instances and 
with reasonable assurance in the more technical 
and scientific classification. This department is 
capable of continued advancement with the prac- 
tical advancement of applied bacteriology. The 
science of bacteriology is so constantly changing 
and its practical application extended that it never 
becomes boresome, and the adept technician never 
allows it to become routine. Each organism isolat- 
ed is a special problem. In addition to the usual 
bacteriological procedures animal innoculations for 
the identification of bacteria are done. Biological 
tests, such as the A-Z are also done. In addition 
we have a Basal Metabolic Apparatus and have re- 
cently obtained an electrocardiograph. 

A few educational functions have been estab- 
lished by the laboratory. Weekly Clinical Patho- 
logical Conferences are given to which all physi- 
cians are invited to take an active part in the dis- 
cussion of cases. In addition the laboratory has 
established a training school for technicians, which 
has met the approval of the committee set up by 
the American Society of Clinical Pathologists. The 
physicians of the County Medical Association are 
invited to use the pathological material we have in 
the preparation of scientific papers, study, or in the 
preparation for taking the examinations of the dif- 
ferent specialties boards. As the latter requires 
considerable knowledge of pathology, the material 
might be of use to those contemplating these ex- 
aminations. 

The most important function of the laboratory 
is its service to the patient and to the physician. 
We hope to develop this service to such an extent 
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POST GRADUATE COURSES IN 
OBSTETRICS 


The University of Chicago and the Chi- 
cago Lying-In Hospital through the coopera- 
tion of the Illinois State Department of Pub- 
lic Health and the Children’s Bureau, U. S. 
Department of Labor is offering postgradu- 
ate courses in obstetrics. During this last 
summer and fall these courses have varied 
from 5 to 6 weeks in length. Between January 
1 and July 1, 1941 all of these courses will be 
limited to 4 weeks. The lectures will be ar- 
ranged so that essentially all of the material 
given before will be condensed into the short- 
er period. Practically the only change will 
be in the length of time for observation in the 
clinics. 

Communications and applications should 
be sent to Postgraduate Course, Department 
of Obstetrics and Gynecology, 5848 Drexel 
Avenue, Chicago, Illinois. 
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that it will aid materially in the diagnosis and the 
treatment of the sick and if possible to contribute 
to medical knowledge. New procedures of proven 
value will be added from time to time and sug- 
gestions from the staff will be greatly appreciated. 

I have prepared a few slides which have to some 
extent summarized the work done during the year. 
Slide No. 1 shows a total of 51,453 laboratory tests, 
32,925 of which are considered routine. This routine 
consists of a blood count, urinalysis, and Kahn. 
It can be readily seen from the slide that there is 
a gradual increase in the Winter months with a 
decrease beginning about the first of April. This 
is in keeping with the fact that the hospital load 
increases during the Winter months. The routines, 
however, do not increase within the same propor- 
tion, indicating that during the active season there 
is an increase in variety of laboratory work. A 
large proportion of this increase is the result of 
pneumococcus typing and transfusions. However, 
there has been a steady increase in the number of 
chemistries and special laboratory work. The num- 
ber of bacteriological work has also increased 
steadily during the past year. In surgical path- 
ology there has been a very definite increase in 
the number of sections run. We have instituted 
parafin sections in all tissue studies. Slide No. 2 
and No. 3 show neoplasms occurring during the 
year. While the classification that is given here 
does not indicate the general trend of malignancy 
in the community, it does summarize the particu- 
lar cases that were studied in this hospital. There 
was total of sixty-eight malignant tumors during 
the year. The greatest number of malignancies in 
the hospital are those of the breast and the female 
organs of reproduction. This is the case in most 
statistics. In the study of the breast tumor ap- 
proximately 46% have been malignant or a ratio 
of 1.8 to 1 being benign. Practically all the tumors 
of the large intestines were malignant. 

We have had during the year an autopsy per- 
centage of 39.1%. Slide No. 4 shows the major sys- 
tems involved in the cause of death. There have 
been two cases of Myasthemia Gravis which is un- 
usual for a hospital of this size, and thirty cases 
of one type or another of central nervous system 
involvement which was the major disease found at 
autopsy. This might indicate a more intense in- 
terest by the physicians of the hospital in diseases 
involving the central nervous system. Slide No. 5 
shows a classification of diseases of the cardiovas- 
cular system and the lungs. There were six cases 
of hypertensive heart disease, two of which were 
considered as essential hypertension, while the re- 
maining four were the result of chronic glomeru- 
lar nephritis, There were two cases of coronary 
sclerosis, and three of syphilitic aortitis. Two of 
the latter had aneurysms. One of these aneurysms 
was found as an incidental finding at autopsy. The 
pulmonary disease, bronchial pneumonia which 
was a primary factor in the cause of death was 
found in ten cases. There were nine cases of tu- 
berculosis, six of which were complicated by a tu- 
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berculous meningitis, and two being associated 
with a Diabetes Myelitis. 

One case of pulmonary fibrosis with bronchiecta- 
sis and pulmonary abscesses resulted from the in- 
halation of Sulfur Dioxide. Slide No. 6 shows the 
variety of diseases of the central nervous system 
causing death. Six of these cases had brain tu- 
mors. These brain tumors fell into four separate 
types. There was one case of Cystercercus Cyst. 
The remaining consisted in both purulent and tu- 
berculous meningitis, encephalitis, of which there 
were three cases, and one case of Poliomyelitis. We 
had one case which apparently died of a cerebral 
death, but at autopsy we were unable to find any 
marked pathological changes. Because of a his- 
tory of a bite on the arm three days previous, 
which cleared up before death, we considered this 
possibly a black widow spider b:te. There was one 
death resulting from a scorpion bite. Two accidents 
resulting in fracture of the skull and cerebral 
hemorrhage occurred. Spontaneous cerebral hem- 
orrhages were encountered on three cases. 


7 | 
COMMUNICATIONS | 


Sir: 

The National Institute of Health is beginning 
the development and organization of a research 
unit to be concerned entirely with the problems of 
aging. The importance and future significance of 
this field of research are obvious when one con- 
siders the rapid shift in the average age of the 
population of the country. The problems con- 
cerned with the aging process have ceased to be of 
mere acadamic interest and have become urgently 
imperative. 

Prior to the actual inauguration of a clinical and 
research program, we are attempting to survey 
what work in being done along these lines by 
American scientists. Personal letters of inquiry 
are going out to as many of these investigators as 
we have reason to believe have a special interest 
in this field, but we are anxious to reach everyone 
even potentially interested. Because publication in 
scientific journals may reach many who would 
otherwise be omitted, I am herewith submitting 
the enclosed informational resume in the hope that 
that you may give the matter brief editorial notice 
or incorporate the statement in the section de- 
voted to news and comment in SOUTHWESTERN 
MEDICINE. 

Your cooperation in facilitating the search for 
information will be greatly appreciated. For your 
personal information may I say that thus far the 
replies received from many scattered investigators 
have indicated an extraordinary interest, enthusi- 
asm, and wholehearted desire to cooperate. 

Sincerely yours, 
EDWARD J. STIEGLITZ, M.D., 
In Charge Investigations in Gerontology, 
U. S. Public Health Service. 
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General 


The Civil Service Commission announces that 
enough applications have been received to meet the 
prospective need for temporary and part-time 
civilian medical officers in connection with the 
army expansion. Receipt of applications closed 
Monday, October 14. 

The commission calls attention to the fact, how- 
ever, that there is an urgent need for medical of- 
ficers and senior and associate medical officers to 
fill permanent positions in other agencies. Appli- 
cations will be received until further notice. The 
positions pay from $3,200 to $4,600 a year. Four- 
teen specialized branches of medicine are included. 

There is also an urgent need to fill junior medical 
officer positions at $2,000 a year at St. Elizabeths 
Hospital, Washington, D. C. 

Full information and application forms for these 
examinations may be obtained at the office of the 
secretary, Board of U. S. Civil Service Examiners 
at any first- or second-class post office, or from 
the U. S. Civil Service Commission, Washington, 
D. C., or from any of the commission’s district 
offices. 


El Paso 


Governor O’Daniel has appointed the following 
men from the El Paso County Medical Society to 
serve on the medical and appeals board in connec- 
tion with the Draft Act: Drs. T. J. McCamant, 
Orville Egbert, H. H. Varner, S. D. Armistead, 
W. W. Britton, E. J. Cummins, Paul Gallagher, 
T. C. Liddell, J. E. Morrison and S. H. Newman. 





The following members of the El Paso County 
Medical Society have been called to active duty 
with the armed services: 

ARMY 

Capt. Bloyce Britton, assigned to Wm. Beaumont 
General Hospital, El Paso, Texas. 

First Lieut. John Peticolas, assigned to duty at 
Santa Fe, New Mexico. 

NAVY 

Lieut. Com. Ralph Homan, assigned to Naval 
Hospital, Parris Island, S. Car. 

Lieut. Charles E. Webb, assigned to Naval Hos- 
pital, Parris Island, S. Car. 

Lieut. (j.g.) Vincent Ravel, assigned to recruit- 
ing duty, Dallas, Texas. 





Dr. Robert H. Geer, El Paso physician for 24 
years, died in his home October 10, 1940, following 
an illness of 6 months. 

Dr. Geer was born in Sparta Tenn., and came to 
Texas as a child. He later returned to Tennessee 
and graduated from Pleasant Hill Academy. ‘He 
attended school at Polytechnic Institute in Fort 
Worth. He graduated from the University of Texas 
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School of Medicine at Galveston in 1913. He first 
practiced medicine, after leaving school, in Dallas. 
Dr. Geer was a member of the El Paso County 
Medical Society, and Fraternity Lodge No. 1111, 
A. F. & A. M. He was a past-president of the El 
Paso Archery Club. He was also a past-president 
of the Farm Bureau at White Spur in the Upper 
Valley. 

Survivors are the widow, Mrs. Minnie L. Geer; 
two stepsons, Newell and Keslie Hays; two daugh- 
ters, Mrs. Dean Earp of El Paso and Mrs. Jim 
Derrick of Carlsbad, New Mexico; a sister, Mrs. 
Fred L. Fox; and six grandchildren. 

Funeral services were held October 12. Dr. Geer 
was buried in Restlawn Memorial Park. 


A regular meeting of the El Paso County Medical 
Society was held October 14, 1940, at 8 p. m. in the 
tea room of the Hotel Cortez. The program was as 
follows: “Regional Ileitis,” Dr. J. L. Green; “Pre- 
natal Care,” Dr. C. D. Hunter. 


A regular meeting of the City-County Hospital 
Staff was held Wednesday, October 16, 1940, at 
6:30 p. m. at City-County Hospital. The program 
was as follows: “Unusual Case of Typhoid Fever,” 
Dr. Screen; discussion by Dr. Newman. ‘Tumor of 
Testicle,’ Dr. Parker; discussion by Dr. Robert 
Thompson. 


El Paso’s general hospitals have again been ap- 
proved by the American College of Surgeons. A 
survey of their facilities was completed October 1, 
1940. El Paso hospitals approved: City-County, 
Masonic, Hotel Dieu, Providence, Southwestern 
General and William Beaumont (U. S. Army). 

The El Paso County Medical Society Tumor 
Clinic also was approved as one of the 345 cancer 
clinics so recognized by the college. 
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PROBLEMS OF AGING 


The National Institute of Health of the United 
States Public Health Service is organizing a new 
unit for research into some of the many problems 
of aging. With the conspicuous shift to greater age 
in the population, senescent individuals are be- 
coming increasingly significant in the national 
economy and defense. Preventive medicine must 
attack the practical problems of the rising propor- 
tion of deaths attributable to diseases of middle 
and later life and energetically attempt to aug- 
ment the health and vigor of those past the 
meridian. Aging is a continuous biologic phe- 
nomenon which starts upon creation of a new in- 
dividual and continues at variable rates until death. 
The problems of aging (gerontology) are not lim- 
ited to the diseases of the aged (geriatrics), for 
the latter are the consequences of senescence. In 
man probably the most significant period of life for 
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gerontologic study is late maturity, approximately 
the two decades between 40 and 60. 

The problems of aging are logically divisable into 
three major fields of investigation: (1) the biology 
of senescence as a process, (2) the human clinical 
problems of aging and of diseases characteristically 
associated with advancing years which include the 
mental changes of senescence and senectitude as 
well as the physical changes, and (3) the socio- 
economic problems of a shifting age distribution in 
the population. The National Institute of Health 
is concerned with the first two of these divisions 
of the science. 

In order to advise this new unit, there has been 
formed a National Advisory Committee on Geron- 
tology, representative of the scientific thought of 
the nation. The membership of this advisory com- 
mittee includes: 

Dr. L. R. Thompson, Director, National Institute of Health, 

U. S. Public Health Service. 

Dr. Anton J. Carlson, Physiologist, 
National Research Council. 

Dr. Charles L. Christiernin, Association of Life Insurance 
Medical Directors of America; Medical Director, Metro- 
politan Life Insurance Co. 

Dr. Robert A. Coker, Zoologist, University of North Carolina 

Dr. William Crocker, Botanist, Boyce Thompson Institute of 
Plant Research. 

Lawrence K. Frank, Sociologist, Josiah Macy, Jr. Foundation. 

Dr. A. Baird Hastings, Biochemist, Harvard University. 

Dr. Ludvig Hektoen, Pathologist; Consultant, National Can- 
cer Institute, U. S. Public Health Service. 

Dr. Winfred Overholser, Psychiatrist; Superintendent, St. 
Elizabeth’s Hospital. 

Dr. Clarence Selby. Industrial Physician, 
Corp. 

Dr. William P. Stroud, Clinician, Philadelphia, Pa. 

The first service to scientific research which 
the unit on gerontology is undertaking is to con- 
duct a survey of the present trends of active and 
contemplated investigations into the problems of 
aging in American scientific institutions. This sur- 
vey is intended to ascertain just what problems are 
being studied and what methods of approach are 
being applied. There is no desire to learn, in ad- 
vance of publication, the data being developed in 
these specific undertakings. 

In addition to these studies, many investigations 
which do not pertain directly to aging should yield 
data useful to workers in gerontology. The unit on 
gerontology is especially interested in knowing of 
these indirectly related studies, the full implica- 
tions of which are far too often obscured in their 
published titles. 

Inquiries about studies related to aging are being 
sent to scientists in the basic biologic sciences as 
well as to clinical investigators, for much funda- 
mental work upon the processes, mechanisms and 
consequences of senescence is probably going on in 
the sciences of botany, zoology, physiology, pharm- 
acology, psychology, etc. From the clinical view- 
point, our greatest concern is with those studies 
dealing with health evaluation, mensuration of 
functional capacity (including criteria of ‘“physio- 
logic age”) and with those diseases whose incidence 
increases sharply in later life (the so-called “de- 
generative disorders’’). 

Critical analysis of the information elicited by 
such a survey may be expected to serve several 
valuable purposes. It should assist in bringing to- 
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gether in closer cooperation investigators interested 
in related problems, especially when widely di- 
vergent methods of approach are being utilized. 
The survey will likewise emphasize the urgent need 
for greatly augmented support for significant 
studies of these vitally important problems of 
senescence. 

The broad and general pattern of the problems 
being investigated will undoubtedly reveal a num- 
ber of neglected “blank spots” which may justify 
special emphasis in the future. Analysis of the 
data of the survey will also be an invaluable aid in 
formulating future research programs, both at the 
National Institute of Health and elsewhere. 

Information concerning subjects under investiga- 
tion and the methods of approach is earnestly so- 
licited. Letters should be addressed to: 


DR. EDWARD J. STIEGLITZ. 
In Charge Investigations in Gerontology 
National Institute of Health, U. S. Public 
Service, Bethesda. Md. 


ALLERGIC RHINITIS 

All cases of allergic rhinitis should have the fol- 
lowing studies made whenever possible before com- 
mencing treatment: 

1. A careful history in an attempt to discover 
the possible cause. 

2. A careful blood study including the calcium 
content. 

3. The presence or absence of eosinophiles in 
the nasal secretion should be determined. Their 
absence does not disprove allergy. 

4. An endocrinological survey of the case, espe- 
cially the thyroid gland function. 

5. Careful examination of the patient’s diet and 
questioning as to the onset of symptoms in refer- 
ence to each and every food used by the particu- 
lar individual. 

6. Careful examination in reference to all con- 
tacts, living and non-living. 

7. Careful examination of the intranasal struc- 
ture, the presence or absence of polypi, a careful 
study of the nasal septum, presence of secretion, 
whether mucoid, mucopurulent or pus. 

8. Careful study of the appearance of the nasal 
mucosa, its color and consistency. The deeply con- 
gested mucosa seems to point to a complicating 
sinus infection while the paler mucosa points to 
an allergic state. 

9. Skin sensitization tests—Med. Record. 


GROUP MEDICINE 

“Should all medicine eventually be distributed on 
the group principle?’ is a question asked by one of 
its ardent supporters. 

In answering this query I want to propound a 
few conundrums myself. 

Just how are towns, villages, hamlets and scat- 
tered homes in rural districts to be served with 
group doctoring? Is the mountain coming to Ma- 
homet? 

Just where, outside the bigger cities, are the spe- 
cialists going to be dug up to form the necessary 
groups to attend these remote sections? Must their 
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inhabitants depend on flying squadrons, who, after 
city office hours, dash into the country for a hur- 
ried tour? 

Is every bronchial cold, coryza, quinsy, cinder in 
the neck, every pimple on a fair maiden’s cheek, 
every boil on an old maid’s gluteus maximus be 
““Mayoed” or “Johns Hopkinsed’’? 

Must every baby shake hands with an oculist, 
dermatologist, neurologist, orthopedist, and all the 
other high and mighties as soon as it arrives in the 
world before it gets its eyes open? If a person 
wants to get vaccinated, have a blood count, or 
take a laxative, must he push-button a clinic and 
be interviewed and pawed over by a mob of ex- 
perts? 

If 3,500 families are supplied by a retinue of 15 
or 20 medical men trained in various specialties, 
what are such families going to do for prompt serv- 
ice if an epidemic like the influenza of 1918 sud- 
denly invades their midst and half their number 
and half the docs are stricken? Will they have to 
depend on chiropractors and osteopaths? 

Will the whole tribe of experts duly assemble for 
a gala occasion when the garrulous wench loaded 
to the gills with all the symptoms in the book— 
and a few she has invented on the side—comes to 
a clinic for a copious mental catharsis about her 
pet neurosis? Will the entire gang turn out at 
night to examine a surgical abdomen and remain 
patiently a couple of hours trying to convince a re- 
luctant victim he must be hospitalized without 
delay and have an ugly gash cut in his belly? 

N. Y. State Jour. of Med. 


CLASSIFICATION OF HEADACHE 


The attempts at classification of headaches have 
in general been unsatisfactory. The following 
scheme, modified from the plan of Auerbach, has 
seemed useful inasmuch as it is rather complete 
and directs attention to the basic condition of 
which the headache is a symptom. 


A. Independent forms: 

1. Migraine. 

2. Nervous and mental states; nervous ex- 
haustion, psychogenic, etc. 

3. Posterior neck conditions; myalgic, no- 
dular (induration), hypertonic neck mus- 
cles, fibrositis, arthritis of the cervical 
spine, etc. 

4. “Erythromelagia of the head.” 

B. Headaches associated with diseases of indi- 
vidual organs: 

1. Brain disease: tumor, abscess, meningi- 
tis, encephalitis, hydrocephalus, pachy- 
meningitis interna, cerebral and cerebro- 
spinal syphilis, cerebral arteriosclerosis, 
epilepsy, trauma, etc. 

Eyes: refractive errors, muscle imbal- 
ance, pathological tension, inflamma- 
tions. 

Nasal space: contact or congestive head- 
ache, empyema, Vidian or Sphenopala- 
tine neuralgia, 
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4. Teeth. 
5. Digestive tract, kidneys, pelvic disorders. 
C. Headache in general disease: 

1. Infectious diseases; fevers. 

2. Acute and chronic intoxications; 
hol, tobacco, lead poisoning, etc. 

3. Constitutional disorders; endocrines, an- 
emias, etc.—Journal—Lancet. 


alco- 


PHYSICIANS FOR THE NAVY 

Physicians are needed in the regular navy, and 
in the navy reserve. 

For the navy reserve male citizens under 50 years 
of age, graduates of class “A” medical schools, 
vho meet physical and professional requirements, 
ire eligible. Members obligate themselves to serve 
in the navy in time of war, or during the existence 
of a national emergency declared by the president. 
In time of peace they may be ordered to active or 
training duty only with their own consent. 

There are four classes of reserves, and appoint- 
ments to them are made without professional ex- 
amination on presentation of satisfactory creden- 
tials. 

Organized Reserve: Appointments are made only 
from members of the volunteer, general service 
class in the grade of assistant surgeon with the 
rank of lieutenant (junior grade). Officers are re- 
quired, and paid, to perform one period of drill a 
week, and 14 days of active training duty annually. 
Their purpose is to be ready for immediate mo- 
bilization in the United States fleet. 

Volunteer, General Service Class: Appointments 
are made only as assistant surgeon with the rank 
of lieutenant (junior grade) the same as first 
lieutenant in the army, between the ages of 27 and 
35. Members are not required to perform drills or 
training duty, but may request such duty, with or 
without pay, depending on the availability of funds. 
In a limited number of cases this may include 
aviation training. Mobilization may be either with 
the fleet, or within the continental limits of the 
United States or in the United States’ possessions. 

Volunteer, Special Service Class: Appointments 
are made in this class with the ranks of lieutenant 
(junior grade), lieutenant and lieutenant com- 
mander according to the candidate’s age, profes- 
sional standing and academic seniority. Members 
are not required to perform drills or training duty 
but may request such duty with or without pay 
depending on the availability of funds. This class 
is composed of men who have had special profes- 
sional training or have qualiified as specialists. 
Ordinarily their mobilization is with the continen- 
tal limits of the United States or its possessions. 

Merchant Marine Reserve: Appointments in this 
class are made from medical officers of the mer- 
chant marine. 

Members of all these classes are needed for ac- 
tive duty at the present time, and they are invited 
to request such duty for the period of emergency. 
Many are already on duty. 

The regular navy needs young doctors between 
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21 and 32, graduates of class “A” medical colleges, 
and with at least one year’s internship. There is 
also an opportunity for fourth-year medical stud- 
ents to take an examination for entrance as acting 
assistant surgeons. If successful, they are given 
their internships in the navy after graduation. 

Further information about the regular service 
may be obtained by writing to the Surgeon Gen- 
eral, U. S. Navy, Washington, D. C. 

For information about the naval reserve it is 
preferable to write to the commandant of the naval 
district in which the applicant resides. 


PATHOGENESIS OF EDEMA 
(After Landis) 


1. Increased capillary blood pressure. 
(a) Congestive heart failure. 
(b) Thrombophlebitis. 
(c) External pressure on veins. 
(d) Heat. 
(e) Dependency. 
(f) Vasodilatation (hemiplegia, trophedema) . 
2. Decreased plasma colloid osmotic pressure. 
(a) Loss of albumin. 
(1) Urine. 
(2) Ascites. 
(b) Inadequate protein intake. 

(1) Dietary restriction. 

(2) Impaired absorption (vomiting, diar- 
rhea, mucosal edema, etc.). 

(c) Impaired synthesis of plasma protein. 

(1) Infection. 

(2) Anemia. 

(3) Cachexia. 

(4) Hepatic malfunction. 

(5) Nephritis. 

(6) Pregnancy. 

(d) Sudden plasma dilution. 

(1) Following sudden recovery from de- 
hydration (diabetic coma, diarrhea 
in children, etc.). 

(2) Following acute massive hemorrhage. 

3. Increased capillary permeability (allowing pass- 
age of protein and diminishing effective col- 
loid osmotic pressure) . 
(a) Inflammation (infection, burns, etc.). 
(b) Acute glomerulonephritis. 
(c) Anemia (anoxemia). 
(d) Congestive heart failure (anoxemia). 
4. Decreased lymphatic drainage. 
(a) Lymphedema. 
(b) Increased venous blood pressure (conges- 
heart failure). 
—Fla. Med. Jour. 


OCULAR DISEASES OF DENTAL ORIGIT 


In the presence of focal infection, the dental con- 
ditions listed below should be considered as having 
a possible etiologic relationship in the following 
order. 

(1) Devitalized teeth. The most dangerous are 
those that show on an x-ray a non-granulomatous 
rarefying osteitis, that is, a periapical diffuse dark 
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area without definite limitations, which indicates 
that the infection is not well walled off. Those 
with “good” root fillings are most likely to show 
such areas. Thickening of the periodental mem- 
brane is another significant sign. 

(2) Stumps, just below the mucous membrane. 
These should always be removed regardless of 
x-ray findings, as they are always badly infected. 

(3) Devitalized teeth with granulomata. The 
granuloma is a defensive mechanism which occurs 
mostly with those teeth that either have no root 
fillings or only partiallly filled root canals. It may 
or may not show on the x-ray film. 

(4) Devitalized, x-ray negative teeth. Such teeth 
may be even more dangerous than x-ray positive 
teeth, as the lack of x-ray findings indicates less 
resistance to infection. 

(5) Tooth remnants surrounded by alveolar 
bone. Edentulous mouths should be x-rayed as 
otherwise these root remnants would be overlooked. 

(6) Residual infection in alveolar bone. 

(7) Pyorrhea alveolaris. 

(8) Acute apical abscess (acute suppurative peri- 
odontitis) . 

(9) Impacted unerupted teeth. The tubular na- 
ture of dentine presents favorable conditions for 
pulp infection which may occur even without pulp 
exposure. 

(10) Degenerating vital pulps. Hidden caries 
should be sought and all fillings scrutinized. 

—Ill Med. Jo. 
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BOOK NOTES 





CLINICAL DIABETES MELLITUS and HYPERINSULINISM 
By Russell M. Wilder, M. D., Ph. D., F. A. C. P. Professor and 
Chief of the Department of Medicine, The Mayo Foundation 
for Medical Education and Research, University of Minnesota 
Head of the Section on Metabolism Therapy, Division of Med- 
icine, The Mayo Clinic, Rochester, Minnesota. 459 pages with 
19 illustrations. Philadelphia and London: W. B. Saunders 
Company, 1940. Cloth, $6.00. 


So much has been added to our knowledge of di- 
abetes in the past few years that one wonders just 
how soon this book, or portions of it, will become 
obsolete in its turn. However, for the time being, 
the work represents about all that is known about 
diabetes. The treatment of diabetes is approach- 
ed from the viewpoint of substitution therapy, diet 
therapy and exercise. Various chapters are de- 
voted to complicating diseases or disorders of the 
systems of the body. While these chapters are not 
detailed, the reader, in a minimum of time, can 
inform himself to an astonishing degree about 
various ramifications of diabetes and its compli- 
cations. This book is a distinct contribution to 
present day literature on this disease. 


DIABETES. PRACTICAL SUGGESTIONS FOR DOCTOR 
AND PATIENT, by Edward L. Bort, A. B., M. D., F. A. C. P., 
Associate Professor of Medicine, Graduate School of Medicine, 
University of Pennsylvania; Chief of Medical Service B, The 
Lankenau Hospital, Philadelphia; Assistant Editor. The Cyclo- 
pedia of Medicine. Foreword by George M. Piersol, B. S., 
M. D., F. A. C. P., Professor of Medicine, Graduate School of 
Medicine, University of Pennsylvania; Editor in Chief The 
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It is universally recognized that the milk from 
the cow is a very satisfactory and successful 
substitute for mothers’ milk if offered in proper 
form and proportion. That is why Lactogen is 
made wholly from fresh cows’ milk. 

Taken from tuberculin-tested herds, the milk 
used in making Lactogen is completely checked 
for cleanliness and freshness before acceptance 
. . . then processed in shining, spotless stain- 
less steel drying chambers under ideal modern 
conditions of control and sanitation. 

Lactogen is fresh, whole cows’ milk, fortified 
with additional milk fat and milk sugar to 
match human milk proportions of fat, protein, 
and carbohydrates. 

Lactogen is an easily digestible food. The char- 
acteristics of the casein are changed to form 
fine and flaky curds, and the fat globules are 
physically broken down. 

Lactogen is especially convenient and safe. It 
may be used even where there is no refrigera- 
tion. Its preparation is simple, even for the 
most inexverienced mother. 


No advertising or feeding directions, except to physicians. For free samples and 
literature, send your professional blank to “Lactogen Department,” 


NESTLE’S MILK PRODUCTS. INC. 


155 EAST 44TH ST., NEW YORK, N. Y. 
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Illustrated. Fabri- 
1940. 


Cyclopedia of Medicine. Pp. 296 with index. 
koid. $2.50. Second Edition. Philadelphia, F. A. Davis Co. 


There are today several books available for the 
diabetic patient that are written by physicians spe- 
cializing in the treatment of this disease. The book 
by Bortz is one of the best available. At the end 
of each chapter there are several questions, which 
if answered fully by the reader will insure his un- 
derstanding of what he has just read. A number 
of illustrations, some of them colored, lend height- 
ened interest to the book. There is a good chapier 
on diabetic recipes, which contains some very in- 
telligent directions on the preparation and cook- 
ing of food for the diabetic. The patient who 
reads this book can not fail to be in a better posi- 
tion to cooperate with his doctor in the treatment 
of his affliction. It would be a smart idea if every 
diabetic patient could be furnished a copy of this 
book when he first comes for treatment. 


OFFICE UROLOGY: By P. 8. Pelouze, M.D, Assistant Pro- 
fessor of Urology, University of Pennsylvania; Consulting 
Urologist... Delaware County Hospital; Special Consultant to 
United States Public Health Service; Member of Board of Di- 
rectors, American Social Hygiene Association and American 
Neisserian Medical Society. 766 pages with 443 illustrations, 
19 in color. Philadelphia and London: W. B. Saunders Com- 
pany, 1940. Cloth, $1000. 


No general practitioner or urologist can afford 
to be without this book. True enough, it is not a 
detailed study of just one aspect of urology, such 
as the specialist might delight in. It is, on the 
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other hand, a rather complete exposition of office 
methods of diagnosis and treatment of diseases of 
the genito-urinary system. A particularly valuable 
chapter is entitled “‘The Sexual Problem.” Where 
else in the world can people with sexual problems 
turn for guidance excepting to their physicians‘ 
Despite the levity with which this fundamenta| 
concern of human beings is sometimes treated in 
various places, the physician, armed with knowl- 
edge, must remain a haven of confidence in this 
respect to his patients. On the whole, this is an 
exceedingly worth-while addition to the literature 
of urology. 


COMPENDIUM OF REGIONAL DIAGNOSIS IN LESIONS OF 
THE BRAIN AND SPINAL CORD; Robert Bing, Professor o! 
Neurology, University of Basel, Switzerland. Translated and 
edited by Webb Haymaker, M.D. Assistant Clinical Professo, 
of Neurology and Lecturer in Neuro-Anatomy, University of 
California. Pp. 292 including index. 125 illustrations, 27 in color 
and 7 plates. Cloth. 65.00. Eleventh Edition. St. Louis; 
The C. V. Mosby Co., 1940. 

To the physician concerned with the nervous 
system this book represents an absolute necessity. 
Through 11 editions has this work considered in 
astonishing detail various disturbances of the body 
caused by lesions in the brain and spinal cord. As 
knowledge of the nervous system has increased it 
has been necessary to enlarge the book, so that 
now this compendium considers nearly all the pos- 
sible disturbances of the nervous system and in- 
structs in how their diagnosis is accomplished. 


When any medical textbook lives for over 30 years 
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New Oil-Immersed Shockproof 
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—This latest achievement by Keleket 
ideally fulfills tre modern requirements 
for bedside work, as a full range auxiliary 
unit in the main laboratory, or as a mo- 
bile X-Ray apparatus in the Emergency 
Receiving Room. 


Its shockproof head may be positioned in 
actual contact with patient if necessary, 
permitting radiography at the most dif- 
ficult angles. 


Its extreme lightness in weight, due to 
ingenious elimination of heavy counter- 
weights assures greater ease in handling. 
Your inspection of this modern, depend- 
able and high capacity unit is invited— 
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Agents. 
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it is a high tribute to its worth; in fact, that tribute 
is greater than any reviewer can give. 


PHYSICAL DIAGNOSIS: By Ralph H. Major. M.D, Pro- 


fessor of Medicine in the University of Kansas. Second Edi- 
tion, revised. 464 pages with 437 illustrations. Philadelphia 
and London: W. B. Saunders Company, 1940. Cloth, $5.00. 


This is a clearly written, extremely well illus- 
trated textbook which deals with that most im- 
portant art of the physician—physical diagnosis. 
The work is primarily written for the undergradu- 
ate medical student. It represents the accumulated 
experience of many years teaching in the Uni- 
versity of Kansas School of Medicine. Explana- 
tions are detailed and exceptionally clear. The 
drawings and photographs are intelligently placed 
in the text. 


APPLIED PHARMACOLOGY; Hugh Alister McGuigan, Ph.D., 
M.D., F.A.C P., Professor of Pharmacology and Therapeutics, 
University of Illinois, College of Medicine Pp. 914, including 
index. Illustrated. Cloth $9.00. St. Louis; The C. V. Mosby 
Co.. 1940 


“Pharmacology is the scientific basis of thera- 
peutics.” That is true. Certainly no one has any 
business prescribing and using drugs. unless he 
thoroughly knows the actions of those drugs on 
the tissues. All of us remember the long days in 
the pharmacology laboratory in our early years of 
medicines. Frogs, turtles, rabbits and dogs all 
helped instruct the embryo physician in the ac- 
tions of drugs. Few of us in practice today have 
the laboratory facilities to investigate for ourselves 
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the efficiency of many new therapeutic compounds 
being offered on the market. It is wisdom, then, 
to possess such a book as this which is filled with 
good sound teaching. 


SYNOPSIS OF MATERIA MEDICA, TOXICOLOGY, AND 
PHARMACOLOGY: By Forrest Ramon Davison, B.A., M.Sc., 
Ph.D., M.B.; Assistant Professor of Pharmacology in the School 
of Medicine, University of Arkansas, Little Rock. Pp. 633, with 
index. 45 illustrations with 4 in color. Fabrikoid. $5.00. St. 
Louis; The C. V. Mosby Co., 1940. 


For quick desk reference we prefer a book of this 
type. A busy practitioner hardly has time to wade 
through pages of experimental data when he wants 
to find a simple statement regarding the action of 
some particular drug. Few would have the hardi- 
hood to study this book in detail, although the 
Lord knows most of us would benefit greatly there- 
by, so to the majority the volume must remain an 
exceptionally useful reference work only. 


A TEXTBOOK OF MEDICINE (By AMERICAN AUTHORS): 
Edited by Russell L Cecil, A.B., M.D., Sc.D. Professor of Clini- 
cal Medicine, Cornell University Medical College; Associate 
Attending Physician, New York and Bellevue Hospitals. New 
York City. Associate Editor for Diseases of the Nervous Sys- 
tem: Foster Kennedy, M.D., F.R.SE. Professor of Clinical 
Neurology, Cornell University Medical College; Attending Physi- 
cian, New York Hospital; Visiting Physician in Charge, Neuro- 
logical Institute. Fifth Edition, revised and entirely reset. 
1744 pages with 173 illustrations. Philedalphia and London: 
W. B. Saunders Company, 1940. Cloth, $9 50. 


Not so long ago there seemed to exist a conspir- 
acy among publishers of medical books to make 
textbooks frighteningly unattractive. It is a cause 
for rejoicing to perceive now that, through the 
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media of attractive typography and well-chosen 
illustrations, an element of interest in medical text- 
books is- introduced and not found to be foreign 
thereto. This fifth edition of one of the best text- 
books on medicine ever written is improved mark- 
edly by its use of illustrations. We would suggest 
even more of them in the next edition. New ar- 
ticles on subjects not covered in previous editions 
are: equine encephalomyelitis, moniliasis, toxo- 
plasmosis, disseminated lupus erythematosus, chron- 
ic bromide poisoning, riboflavin deficiency, uveo- 
parotid fever, regional ileitis, amaurotic family 
idiocy, and gargoylism. Many of the chapters of 
former editions have been rewritten to embody 
new discoveries. 
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VITAMIN-FREE FOODS FOR RESEARCH! 

A recent announcement by the Research Lab- 
oratories of the S.M.A. Corporation reveals that 
they are now in a position to provide vitamin-free 
casein and other vitamin-free foods for experi- 
mental purposes to researchers who have previous- 
ly been obliged to manufacture these items for 
private use. 

For many years the S. M. A. Corporation has been 
producing these foods exclusively for use in their 
laboratories. Now, with the expansion of their 
own facilities and the realization of the convenience 
to others engaged in laboratory work this offer is 
made to provide vitamin-free diets at an excep- 
tionally reasonable cost. Quantities of one, five, 
ten or 100 pounds or more may be ordered direct- 
ly from the Research Laboratories, S.M.A. Cor- 
poration, Chagrin Falls, Ohio. 
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VITAMIN ADVERTISING AND THE 
MEAD JOHNSON POLICY 


The present spectacle of vitamin advertising run- 
ning riot in newspapers and magazines and via 
radio emphasizes the importance of the physi- 
cian as a controlling agent in the use of vitamin 
products. 

Mead Johnson & Company feel that vitamin 
therapy, like infant feeding, should be in the 
hands of the medical profession, and consequent- 
ly refrain from exploiting vitamins to the public. 
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